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used in medical practice. It supplies the most complete guide available to “‘ethical’’ proprietaries and 
has special sections on antibiotics, antibacterial products, and blood transfusion. 
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When NIGHT COUGH disturbs sleep 


y the prescription of 


Syrup Calcidrine 


REGO TRADE MARK 


can bring relief! 






To control the night coughing which so 

















frequently interrupts the patient’s sleep 
and the sleep of others as well—many 
physicians prescribe Syrup Calcidrine. 
This widely accepted Abbott specialty 
is a sedative cough syrup, combining 
the action of caleium iodide and 
ephedrine hydrochloride with the 
antispasmodic and sedative effect of Nembutal 
in a palatable vehicle of syrup wild cherry, tolu and 
aromatics. Syrup Calcidrine provides an effective 
sedative and expectorant for coughs due to bronchitis, 
tracheal infection and inflammation of the upper 


respiratory tract. Available in 4 oz. bottles. 


Each fluid ounce of Syrup Calcidrine contains: 


Calcium lodide, B.P.C., 1934 ... aw 7 grs. 
Ephedrine Hydrochloride, B.P. ... 2 gr. 
Codeine Sulphate, B.P.C., 1934 } gr. 
Nembutal (Pentobarbitone Sodium, B.P.) i gr. 
Alcohol, B.P. ... ooo ose ; 28 min. 
Syrup af Tolu, B.P. eve ons : 36 min, 
Syrup of Wild Cherry ... cee .. 11S min, 


ABBOTT LABORATORIES LIMITED, PERIVALE, 
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FOURTH EDITION 


1034 pages 


DISEASES OF THE NERVOUS SYSTEM 
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‘ This book has become one of the most widely used and justly popular textbooks of neurology. The fourth 
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Ready this Month PROGRESS IN CLINICAL MEDICINE 
Edited by RAYMOND DALEY, M.A., M.D M. R. P., and HENRY 
CLINICAL MEDICINE IN GENERAL PRACTICE MILLER, MLD., MRCP, DPM. Second Button. 48 Mostra ‘30s. 
oy by JOHN FRY, MB. B.S., F.R.C.S. Foreword by oo ont? COMMON DISEASES OF THE EAR, NOSE 
AND THROAT 
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By C. FRASER BROCKINGTON, M.A., M.D., M.R.C.S., D.P.H THE SCIENCE AND PRACTICE OF SURGERY 
32s. By W. H. C. ROMANIS, M.A., M.B., M.Ch., F.R.C.S., F.R.S. (Edin.) 
and PHILIP H. MITCHINER, C.B., C.B.E., M.D., M.S., F.R.C.S 
THE CHEMICAL STRUCTURE OF PROTEINS Nint h Edition . : 
A Ciba F ion Symp Vol. I: eneral Surgery 20 Plates and 402 Text-figures 32s. 
49 Illustrations About 30s. Vol. II Reg gional Surgery. 8 Plates and 326 Text-figures 36s. 
THE ESSENTIALS OF MATERIA MEDICA, 
HUMAN EMBRYOLOGY PHARMACOLOGY AND THERAPEUTICS 
By BRADLEY M. PATTEN, M.A., Ph.D. New (Second) Edition By R. H. MICKS, M.D., F.R.C.P.1. Fifth Edition 2ls. 
2 Plates and 453 Illustrations, many in Colour. 84s. 
A TEXTBOOK OF SURGICAL PATHOLOGY 
FEARLESS CHILDBIRTH By C. F. W. ILLINGWORTH, C.B.E., Ch.M., F.R.C.S.(Edin.), and 
By MINNIE RANDELL, 0.B.E., S.R.N., S.C.M., T.M.M.G. New Fs a ERE Sy RO. 255 See 
Second) Edition. With original Illustrations 13s. 6d. “ 
MEDICAL DISORDERS DURING PREGNANCY 
THE RADIOLOGY OF BONES AND JOINTS Edited by STANLEY CLAYTON, M.S., F.R.CS., F.R.C.OG., and 
An Introduction to the Study of Tumours and other Diseases of : AM EL ORAM, M.D., F.R.C.P, 28 Illustr 25s. 
= AMES ¥. BRAMLSPORD. MD. FRCP. FIC nen INTERNATIONAL HEALTH ORGANIZATIONS 
(Enlarged) Edition. Over 725 Illustrations. Nate AND THEIR WORK 
By NEVILLE M. GOODMAN, M.D., F.R.C.P., D.P.H. 53 Illustra 
MAMMALIAN GERM CELLS = Ss. 
A Ciba Foundation Symposium ANTENATAL AND POSTNATAL CARE 
54 Illustrations. 30s. By F. J. BROWNE, M_D., D.Sce., F.R.C.S.(Edin.), F.R.C.0.G. Seventh 
Edition. 95 Illustration 
PARSONS’ DISEASES OF THE EYE OPHTHALMIC MEDICINE 
New (Twelfth) Edition. By Sir STEWART DUKE-ELDER, K.C.V.O., By J. H. DOGGART, M.A., M.D., F.R.C.S. 158 Illustrations (71 in 
D.Sc., M.D., F.R.C.S. 22 Coloured Plates and 465 Text-figures. 42s. Colour 
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The Medical Clinics of North America 


Published 6 times a year, in January, March, May, July, September*tand November. Price per year 
CLOTH COVERS £5 in U.K. and Eire, and £6 6s. elsewhere. PAPER COVERS £4 5s. in U.K. 
and Eire, and £5 5s. elsewhere. 





Each number (about 300 pages) contains a symposium (sometimes two) on a subject of current 
clinical importance. Symposia are selected according to popular request of subscribers. 

SUBJECTS FOR 1954 
January Emergencies in General Practice. july Pulmonary Diseases. 


March Efficacy of New Drugs. September Specific Methods of Treatment. 


May Differential Diagnosis of Internal November Cardiovascular Diseases. 
Disease, 








The Surgical Clinics of North America 


Published 6 times a year, in February, April, June, August, October and December. 
year the same as MEDICAL CLINICS (see above). 


SUBJECTS FOR 1954 
August Thoracic Surgery — Neurological 











Price per 


February Gastrointestinal Surgery. 





Surgery. 
April New Techniques in Surgery: Rationale October Total Care of Surgical Patient. 
and Methods. 
June Surgery for the Aged and the Poor December Obstetrics and Gynecology. 


Risk Patient. 





W. B. SAUNDERS COMPANY LTD. 7, Grape Street, LONDON, W.C.2 
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New Butterworth Medical Publications 





Surgeon, St. Mary’s Hospital for Women. 


many years, 


his work and on original research. 
in the study of a most difficult problem. 


Pp. xiii + 210 + Index. 38 illustrations. 


College, London ; 
Consultant in Dermatology to the British Army. 


international repute. 


and ACTH and Beta-ray therapy. 


Pp. x + 327 + Index. 58 illustrations. 


TOXAEMIAS OF PREGNANCY. Ready Now. 


By JOHN SOPHIAN, M.D. (Lond.), F.R.C.S. (Eng.), 


Although the condition is so common, pre-eclamptic toxaemia has presented an elusive problem for 
This new work will therefore prove particularly welcome since the author discusses 
not only the many theories which have been advanced, but offers a completely fresh concept of the 
subject, skilfully elaborated and supported by a fund of up-to-date material based on the results of 
It will prove to be the most important contribution yet made 


M.R.C.P. (Lond.), M.R.C.O.G., Gynaecological 





Price 25s. net; by post Is. extra. 


MODERN TRENDS IN DERMATOLOGY. Second Series. Ready Shortly. 


Edited by R. M. B. MACKENNA, M.A., M.D. (Camb.), F.R.C.P. (Lond.), Physician in Charge, 
Dermatological Department, and Lecturer in Dermatology, St. Bartholomew’s Hospital and Medical 
Physician to St. John’s Hospital for Diseases of the Skin, London ; 


Honorary 


The second series on this subject covers an entirely new range by a fresh team of contributors of 
It presents the most up-to-date trends in dermatology, 
physiology and functional pathology, studies of specific problems and various diseases ; particular 
emphasis is placed on the most recent advances brought about by the use of antibiotics, Cortisone 


taking in anatomy, 


Price 63s. net. 








BUTTERWORTHS, 88 KINGSWAY, LONDON, W.C.2 Showroom : 


11-12 Bell Yard, W.C.2 








ee ee eee ae 


Pheumoconiosis 


Abstracts 
Volume 1: 1926-1938 





Reprinted from the ‘ Bulletin of Hygiene’’ by 
permission of the Honorary Managing Committee 


of the Bureau of Hygiene and Tropical Diseases 





This volume is the first of two which will contain 
all the abstracts of papers relating to pneumo- 
coniosis which have been published in the ‘* Bulletin 
of Hygiene” from the time of its first appearance 
in 1926 to the end of 1950. Vol. 1 covers 
the period 1926-1938. Abstracts of articles are 
included which deal with standards of air-dustiness, 
and with concentrations of dusts from various 
processes ; also those dealing with technical methods 
of measurement of dust concentrations, and the 
study of the physical properties of dusts and of 
their chemical and mineralogical characters. All 
research workers, medical students, and others 
studying pneumoconiosis will find this an invaluable 
reference book. 
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Illustrated. 63/- net 


PITMAN 


Parker St + Kingsway * London, W.C.2. 2 
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WHEN YEAST IS INDICATED 


DCL VITAMIN B; 


YEAST TABLETS 


form a palatable and rich 
source of Vitamin B; 


The Dried Yeast from which these tablets are 
made contains in each gram approximately 300 
International Units of Vitamin B,, 50 micrograms 
of Riboflavin, 250-350 micrograms of Nicotinic 
Acid and 25-50 micrograms of Vitamin Bg. 


* 3 D.C.L. Vitamin B; Tablets 
Issued by all chemists in bottles 





1 gram. 
50 and 100. 





ANOTHER QUALITY OF DRIED YEAST 
IN POWDER FORM IS AVAILABLE AS>— 


DRIED YEAST °°. 


FOR HOME AND EXPORT 


Full particulars may be obtained from 
THE DISTILLERS CO. LTD. 
12 TORPHICHEN STREET EDINBURGH 
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The new 
PENICILLIN COMPOUND 


NO REFRIGERATION NECESSARY 





NO NEED TO PREPARE A SUSPENSION - READY-TO-USE - 





STABILITY: Full potency in aqueous suspension is retained ORAL THERAPY: Provides substantial blood levels with- 
for eighteen months at room temperature — ideal for use in out injection in the systemic treatment of mild and moder- 

ately severe infections due to penicillin sensitive organisms. 
VERY PALATABLE: The aqueous syrup suspension is 


the patient’s home. 
readily accepted by children and adults. 


READY-TO-USE: No tedious mixing required; the patient 
merely pours out the specified dose after shaking the bottle. 
300,000 units of Penicillin to each large teaspoonful (5 c.c.) 


Supplied in bottles of 2 fl. ozs. 


‘PENIDURAL’ 


TRADE MARK 


Oral Suspension 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1. 











feu An Effective Analgesic 


many and diverse 














) HILE modern chemical research has evolved 
= 74 Z analgesics, the popularity of acetylsalicylic acid and its reputation 
Z for effectiveness remain. Nevertheless, some physicians have 
Y hesitated t loy it owing to its tend i in conditi 
Y hesitat Oo employ it owing to its tendency, in certain conditions, to 
Y, irritate the stomach. 
Ne : J In ‘ Alasil’, however, the desirable therapeutic effects of acetylsalicylic acid are 
a maintained without the tendency to irritation by combining the acid with 
= iZ - Alocol ’ (Colloidal Aluminium Hydroxide)—an effective gastric sedative and 
=9 BZ antacid. Thus ‘ Alasil’ helps to solve the problem of administering acetyl- 
= “Z salicylic acid in an effective form, even to patients with sensitive stomachs. 
“3 
S ‘“Z The advantages of ‘ Alasil’ have been well proved in practice. Experience 
ZB shows that it can be prescribed with safety to patients of all ages. 
es © 
ay 
= a S l 
Vv 
=e 
A supply for clinical trial with full descriptive literature 
sent on request 


< A. WANDER LTD., Manufacturing Chemists 

42 Upper Grosvenor Street, Grosvenor Square, London W.| 

‘Alasil’ is im Category 4 (Cohen Committee) and is therefore 
prescribable without restriction under the N.H.S. 
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CEREVON 


Ferric Free organic iron therapy 


XX 
“ 





CEREVON provides stabilised ferrous 
gluconate, an organic iron salt, now estab- 
lished as superior to inorganic iron prep- 
arations in the treatment of iron deficiency 
anaemias. Its greater absorption and 
utilisation produce a speedy therapeutic 
response. Nausea and upset of the alimentary 
tract do not occur, even in patients normally 
sensitive to iron. 

The Ferrous Gluconate used in our 
preparations is of our own manufacture 
and is entirely free from ferric iron. 


CEREVON TABLETS 


FORMULA: Each tablet contains Ferrous Gluconate, 
0.3 G. Available in bottles. 
PRICES: 100 Tablets 3/2 + P.T. 

1000 Tablets 29/8 + P.T. 


CEREVON ELIXIR 


FORMULA: Each teaspoonful contains Ferrous 
Gluconate, 0.3 G.; | Aneurine Hydrochloride, 1 mgm; 
Riboflavin, 1 mgm; Nicotinamide, 10 mgm; Available 
in bottles. 
PRICES: 4 fl. oz. 5/- 

40 fl. oz. 46,/- 


20 fl. oz. 24/- 
80 fl. oz. 90/- 


CEREVON 





elixir or tablets 


Prescribe CEREVON by name on form E.C, 10. 
CALMIC LIMITED - CREWE HALL + CREWE - TEL: 3251-5 
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Aqueous Suspension of Procaine Penicillin G 
for convenience 
in everyday practice 


3 ‘AVLOPROCIL’ A.S. REQUIRES NO PRELIMINARY 
PREPARATION —IT IS ALWAYS READY FOR USE. 


3 EACH C.C. CONTAINS 300,000 UNITS PROCAINE 
PENICILLIN G. 


* A SINGLE DAILY | C.C. INJECTION IS EFFECTIVE 
AGAINST THE MAJORITY OF INFECTIONS CAUSED 
BY PENICILLIN-SENSITIVE ORGANISMS. 


Now available in Silicone-treated vials of 10 c.c. 


{vailable under The National Health Service at Ministry of Health 
rug Tariff prices 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
A subsidiary company of Imperial Chemica! Industries Ltd. 


WILMSLOW, MANCHESTER 
Ph.414 
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TUSSI-RUBE 


Brand 


CONCENTRATED LINCTUS 


FOR PERSISTENT COUGH and BRONCHITIS 


TUSSI-RUBE is a palatable and elegant preparation containing Acid Hydrobrom. Dil. 2'/, 
minims, Chloroform 2/; minim, Morph. Acet. 3/5) grain and Acid Hydrocyan Dil. '/,, minim 
in each Adult dose of two teaspoonfuls. 














The depressant action of Morphine on the respiratory centre is combined with the 
sedatives in an acidified syrup to reduce the tension of the mucus and to allay irritation. 
Bottles of 4, 20 and 90 fl. ozs. 


Clinical sample on request 


C. J. HEWLETT & SON LTD. 


MANUFACTURING CHEMISTS 


35-43, CHARLOTTE ROAD, LONDON, E.C.2 
Also at 216, ORR STREET, GLASGOW, S.E. 























BISMUTH’ 


THE BROAD SPECTRUM AGENT 


IN SKIN DISORDERS 


[N a paper published in Practitioner 

(1953) 171, 549, an account is given 
of the unequalled value of Bismuth 
preparations in the treatment of skin 


o iis deaaeaeiiaai aaa disorders. The paper is the result of 
mentary copy of “A Vademecem on over 50 years’ experience in which 
Bismuth Therapy ’’, covering the uses various Bismuth preparations have 
of Bismuth and its salts in gastro- been found of value in over 25 skin 
enterology, dermatology and various conditions. 


other conditions, please apply to 


MINING & CHEMICAL PRODUCTS LIMITED 


BISMUTH RESEARCH DEPT. 86 STRAND, LONDON, W.C.2 
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Now made in England! 


DR. WEIL’S 
ORIGINAL TREATMENT 


for ASTHMA 


Pre-dominant among Inhalants prescribed by 
British Physicians before the war, Bronchovy- 
drin was prepared solely in the Laboratories 
of Dr. Weil on the Continent. Arrangements 
have now been concluded for its manufacture 
also in England. Supplies are freely available 
through Chemists. Literature and Clinical 
Samples gladly sent on request. 














Sole Agents for the United Kingdom 


WHOLESALE LTD. 
Papaverine Hydrochloride |.2% w/v, Methyl Atropine 
Nitrate 0 16%wiv, Chlorbuto!l 0.14%w,v, Sodium 


Nitrate 0.07°,w/v, Adrenalin 0.085%w/v, Ametho- 14-16, Bruton Place, New Bond Street, 
H h .4° ‘ ° 
FG Sox nloride O-4%omiy, Pituitary Lobe Extract | ondon, W.1. Telephone: MAY fair 7811. 




























AN 


FOR NORMAL PERISTALSIS 


The complex problems confronting the physician in the 
treatment of chronic constipation are readily answered by 
the use of a new rational therapy ... FELOPAN. Essentially 
a supplement of bile salts and pancreatic enzymes, FELOPAN 
is prepared in two forms—with and without mild laxatives— 
to enable a planned therapy to be followed, whereby the 
cathartic habit can be broken and the cause of intestinal indi- 
gestion corrected. Literature and clinical samples will gladly 
be sent to members of the medical profession on request. 


bt OO 





MAN LCC WL 
TE 


a supplementary source of bile salts and pancreatic enzymes. 








FELOPAN COMPOUND 
Formula : Strychnine Hyd. B.P., 1/200 gr. 
Ext. Bellad. Sicc. B.P., 1/40 gr. Aloin. B.P., 
1/5 gr. Exe. Fel Bovini B.P.C., | gr. Pan- 
creatin B.P.C., 3/10 gr. Phenolphthalein 
B.P., 4 gr. Excipients q.s. 

In bottles of 100 BLUE-coated tablets. 


FELOPAN 
Formula : 


Ext. Fel Bovini B.P.C., I$ gr. 
Pancreatin B.P.C., $ gr. 

Excipients q.s. 

In bottles of 100 YELLOW-coated tablets 

















COATES & COOPER LTD., pyramip works, WEST DRAYTON, MIDDLESEX. 
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A new and logical therapy 
for Rheumatic conditions 


iti 
Water-soluble esters of salicylic, p-aminobenzoic and , * < y. 
2) a: de = F 4 
nicotinic acids, that readily pass the skin barrier aa Wy 
‘ af & 


The local treatment of rheumatic conditions has 
hitherto presented certain difficulties; drugs 
which penetrated the skin often caused intense 
irritation and their use was of doubtful value. 
Transvasin, a new preparation developed 
by Hamol S. A., our Swiss associates, and 
now available for prescription in this country, 
contains esters of salicylic, p-aminobenzoic 
and nicotinic acids. These esters, being both 
water- and fat-soluble, readily pass the 
skin barrier in therapeutic quantities 
without causing irritation, and enable 
an adequate concentration of the drugs 
to be built up where they are needed. , 
Transvasin not only induces vasodila- 
tion of the skin with a superficial 
erythema but also brings about a 
deep hyperaemia of the under- 
lying tissues. 











Salicylic acid tetrahydro- 
furfuryl-ester 14% 
Nicotinic acid ethyl-ester ¥ Aya 
Nicotinic acid n-hexyl-ester t yA 
p-Aminobenzoic acid ethyl-ester F Ay A 
Water-miscible cream base ad 100% 

















Transvasin is not advertised to the public. 
It is available in 1 oz. tubes at 3/4¢d plus 
74d P.T., and is obtainable on form E.C,10, i 


LLOYD-HAMOL LTD., 3 ST. JAMES’S SQUARE, LONDON, S.W.1 WHITEHALL 8754/5/6 
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Con Va he CSCEH C@ cannot be rushed, but the gentle 


assistance of a reputable tonic smooths the wearisome passage from the 
exhaustion of illness back to health. ‘ Neuro Phosphates’ (‘ Eskay ’) has 
long enjoyed the confidence of both doctors and their patients. 


The formula is adequate ; the presentation faultless. 


‘Neuro Phosphates’ .::..) 


Dosage : Adults : 2 teaspoonfuls in water 3 times Formula: Each adult dose contains, Calcium 
daily, preferably before meals. glycerophosphate 130 mg. Sodium glycerophos- 
Children: according to age. phate 130mg. Strychnine glycerophosphate I mg. 


Issued in 8 fl. oz. (227 ml.) bottles 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
NPI23 for Smith Kline & French International Co., owner of the trade marks ‘ Neuro Phosphates’ and ‘ Eskay’ 
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WW DAC 


for continuous, 


maintained gastric 


anacidity 










VULAGIN 


Hotere 





WAAC Kv 


It has long been recognized that the most rapid relief 


of the pain and discomfort of peptic ulcer and most 
rapid healing of the lesion are achieved when a con- 
tinuous state of gastric anacidity is maintained. 

Heretofore, this could only be attained with hospi- 
talizationand discomfort tothe patient. Now, NULACIN 
offers all the advantages of continuous intragastric 
milk-alkalidrip therapy without these attendant incon- 
veniences, and achieves its end simply and effectively. 

A NuLAcwn tablet placed between the cheek and the 
gum dissolves slowly and releases its contained medi- 
caments at a rate that gives continuous neutralization 
of the acid gastric juice, and accomplishes this with 
considerably less antacid than is required by any 
other method employing oral administration. 

INDICATIONS 
NULACIN tablets are indicated whenever acid neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Dosage: Beginning half-an-hour after food a NULACIN 
tablet should be placed in the mouth and allowed to dissolve 
slowly. 

During the stage of ulcer activity, up to three tablets an hour 
may be required. During quiescent periods, for prophylaxis in 
peptic ulcer and for the relief of discomfort due to gastric 
hyperacidity, the dose of NULACIN is one or two tablets 
between meals. 

NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. May be prescribed on E.C.10. The dis- 
pensing unit of 25 tablets is free of purchase tax. (Price to 
pharmacists . . . 2/-.) Also available in tubes of 12 
















NULACIN 


. HORLICKS LIMITED Pharmaceutical Division 


SLOUGH, BUCKS. 











RESTING $42 
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Gasterc Anaureis 


Superimposed gruel fractional test-meal curves o 
five cases of duodenal ulcer 


iF the ta 15 13 Qe 24 25 23 Ber 38 
7 a m1 






Gastric Anaursis 

Same patients as in Fig. 1, two days later, showing 
the striking neutralizing effect of sucking Nulacin 

tablets (3 an hour). Note the return of acidity when 

Nulacin is discontinued 

REFERENCES: 

British Medical Journal, 1800182, 26th July, 1952 

Medical Press, 195-199, 27th February, 1952 
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Trials conducted in America and reports 
published in the British Medical Press 
have established ‘Dramamine’ to be one 
of the most valuable agents yet for 

the prophylaxis and treatment of 

all forms of motion sickness. Clinical 
evidence has also confirmed the merits of 


> 


‘Dramamine’ in the symptomatic 
control of nausea and vomiting associated 
with pregnancy, electro-convulsive 


therapy, narcotisation, and therapy with 


certain drugs (antibiotics, etc.). 


SEARLE 


Ethical Pharmaceuticals 
since 1888 


17, Manchester Street 
London, W.1. 


Telephone: Welbeck 1306 





from the 


SEARLE 


Research Laboratories 
to Doctors in Great Britain 


come 





A decided «advance inthe 


‘Nausea, Vomiting, 


c6.vo. SEARLE «co.up. 




















SEARLE 


Dramamine 
TABLETS 


Brand of dimenhydrinate 
prophylaxis.and treatment of 


and Motion Sickness 


wor” 


Dramamine* has further been reported 
therapeutically effective in Méniére’s 
syndrome, irradiation sickness, the vertigo 
of hypertension, fenestration procedures 
and labyrinthitis ; and in cases of vestibular 
dysfunction associated with streptomycin 
therapy. The side effects of ‘Dramamine’ 
are minimal. It may be administered 
orally or rectally and dosage can safely be 
continued over long periods, if necessary. 
Supplied in bottles of 12, 36, Ioo (strip) 


and 1,000 tablets, each containing 50 mg. 
Literature on request 


*TRADE MARK 
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AN 


IMPROVED 


BARBITURATE 


OF GOOD 


COMPATIBILITY 


AND WIDE 


THERAPEUTIC 


MARGIN 


Dormupaz 











*‘DORMUPAX’, a strong hypnotic agent 
whose high efficacy derives primaril 
from its inclusion of calcium n-butyl-allyl- 
barbiturate, provides per tablet — 


Calcium a ae. - - 3.75 grains 
Carbromalum B.P.C. . i mer Sc 6, eo eee Rene 


Advantages: 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 

to that of the majority of commonly used barbituric acid 
derivatives. It has also been shown that the quotient DE/DL is 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 

it is completely degraded to an indifferent form. 

The efficacy of ‘ Dormupax’ is reinforced by carbromalum, a safe, 
prompt, medium-strength hypnotic which is free from after-effects, 
*DORMUPAX’ has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 

Excited insane patients tolerate 4 tablets daily in a course of 

2 to 4 days without deleterious after-effects. 


Indications: 


Insomnia due to psychic cause or pain— Insomnia, including in 
circulatory diseases or arteriosclerosis— Spastic vascular states. 


Dosage: ’ 


Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 
Further information on dosage supplied in literature on request. 


REOD. TRADE MARE 


Packs: 


Standard Tube, 12 Tablets ; bottles of 250 (Dispensing). 

Samples of ‘ Dorm upax ’ available on personally signed 

ent of physicians only (Sch. IV) from the Medical 
ept 


HOMMEL’S HEMATOGEN & DRUG CO. 


121 Norwood Road, London S.E.24 
Phone: TULse Hill 3276 
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A Mew 


preparation for 


the prophylaxis 00 U Ci] | 


and 
DROPS 














treatment of 
infections of the eye 


Because of its unique formulation, Ocusol presents all the advantages 
of optimal therapeutic concentrations of sulphacetamide and zinc 
sulphate in a stable and non-irritant solution. Ocusol offers the follow- 
ing significant advantages : 

NON-IRRITANT Adjusted tonicity and pH. 

EFFECTIVE Powerful bacteriostatic action; increased penetration of tissues. 

LONG-ACTING Viscosity ensures minimal loss due to dilution by tears. 


STABLE Buffered and self-disinfecting. 


ECONOMICAL Greater safety and efficiency at lower cost. 





Sulphacetamide Sodium, B.P. 5° “/v. 


Zinc Sulphate, B.P. 0.1% ~/y ina 
buffered pH adjusted, viscous medium. 
Available in Dropper Bottles of 4 fl. oz. 
May be prescribed under the N.H.S. 


EYE DROPS RETAIL PRICE 3/- 
Subject to the usual discounts. 














For literature please write to The Medical Department, 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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BARBITURATE POISONING 


has increased five times in seven years. One prescription in every 
ten is for a Barbiturate and carries with it the danger of the self 


administered overdose. As an answer to the problem 


British Ethical Proprietaries announce 


OVERDOSE 
PROPHYLAXIS 


in a new range of Barbiturates 





In each tablet is included a small quantity of 
jpecacuanha alkaloids, insufficient to exert 
significant pharmacological activity in ordinary 
doses but enough to have a cumulative emetic 
effect in the event of a dangerous overdose 
being taken. This provides for the prompt and 
automatic elimination of the bulk of a lethal 
overdose. ’ 


in the long acting sedative range (8-16 hours) 


PHENOM ET 4 gr. and 4 gr. tablets 


PHENOBARBITONE B.P. made overdose 
safe with 0.66% Alkaloids of Ipecacuanha 


in the medium acting hypnotic range (4-8 hours) 


A M Y LO M E T 4 gr. and |4 gr. tablets 


AMYLOBARBITONE B.P.C. made over- 
dose safe with 0.66°/, Alkaloids of Ipecacuanha 


in the short acting hypnotic range (3-6 hours) 


CYCLOMET 3 gr. tablets 


CYCLOBARBITCNE 8B.P.C. made over- 
dose safe with 0.33°/, Alkaloids of Ipecacuanha 






BRITISH ETHICAL PROPRIETARIES, LTD. - TAUNTON 
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SECONDARY AMENORRHOEA 







: ETHINYLOESTRADIOL~ETHISTERONE. ORGANON 
4 Tablets Daily 
For 5 Days 


Every 4 weeks 
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Literature on request 
18 20 22 24 26 28 


Packs: 20, 60. 


ORGANON 


LABORATORIES LTD. 


BRETTENHAM HOUSE, 
LANCASTER PLACE, 
LONDON, W.C.2 

Telephone: TEMple Bar 6785/6/7, 0251/2. 
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In the treatment of GASTRIC HYPERACIDITY 
and the control of PEPTIC ULCER, 
this new product acts as an 
antacid buffer giving prompt 
action and prolonged effect within 
a definite and safe pH range. 
Each tablet contains: 
Aluminium glycinate (Dihydroxy aluminium 
aminoacetate) wis ave’ ose ove OO Gltani 
Magnesium carbonate 0:1 Gramme 
ROD EX] N wae 
j buffer tablets 
AL Dow boeM bh es Gil: ¥c@ JNA E 
@ Gives prompt relief of pain. 
@ Has a prolonged and stable antacid action. 
PRODEXIN tablets, each in protective 
& Raises and keeps gastric pH in the wrapping, are available in sutens of 
‘safe zone’ of 3°5 to 4°5. 30, at 5/3d. Retail pie includes 
Purchase Tax and is subject 
e Facilitates | — peptic ulcer. to Professional discounts. 
@ Is free from such side-effects as acid rebound 
and constipation. Manufactured in the Laboratories of 
@ Pleasant to take ; convenient ; economical. Cc. L. BENCARD LTD 








PARK ROYAL, LONDON, N.W.1I0 
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VIN 


\ 


SUSPENSION 
A.B. 
i 


SL 


With I.Z.S. the new type of insulin with zinc, rapid onset 
of effect with prolonged action is provided. I.Z.S. enables satis- 
‘A factory control of the blood-sugar level to be achieved in about 
: 90°, of diabetics by one injection daily. 
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For the few patients who may require either longer or 
more rapidly acting mixtures there are also available the quick 
acting Insulin Zinc Suspension (Amorphous) A.B. and the longer 
acting Insulin Zinc Suspension (Crystalline) A.B. 


1.Z.S. INSULIN ZINC SUSPENSION A.B. 


40 or 80 units per c.c. Vial of 10 c.c. 
Duration of action—24 hours. 


INSULIN ZINC SUSPENSION (Amorphous) A.B. 


40 units per c.c. Vial of 10 c.c. 
Duration of action—about 12 hours. 


INSULIN ZINC SUSPENSION (Crystalline) A.B. 
40 units per c.c. Vial of 10 c.c. 
Duration of action—up to 30 hours. 





The New A.B. Insulins 


TRADE MARK 
Joint Licensees and Manufacturers 


ALLEN & HANBURYS LTD 


LONDON, E.2. 





THE BRITISH DRUG HOUSES LTD 


LONDON, N.1. 
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Roche presents two 
new compounds in 
anticoagulant treatment 





To reduce the ‘ prothrombin level’ 


*‘Marcoumar’ 


TRADE MARK 
3 - (I'phenyl-propyl) - 4 - hydroxycoumarin, a 
potent new anticoagulant compound with a 


prolonged action, effective by mouth. 


Available in tablets of 3 mg. in packings of 25 and 250. 








Of emer ns 


To restore the ‘ prothrombin level’ 


Vitamin K, ‘Roche’ 


TRADE MARK 


A specific antagonist to ‘ Marcoumar’ 
and other dicoumarol-like drugs, in the form 
of an oral emulsion. 


Available in capsules of 10 mg. in packings of 12. 





LAW, 
ell ROCHE PRODUCTS LIMITED, Welwyn Garden City, Herts. 
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Estimated to have been used 
in more than 10,000,000 
clinical cases, aureomycin 
has been the subject of 
over 7,000 papers from 
world-wide sources in every 
branch of medical practice. 
Since 1949 the trend of 


these reports is towards lower 


dosages of aureomycin—a 
true broad-spectrum, 
uniformly active antibiotic. 








Dose 


0.1 Gm. 


Daily 


0.5 Gm, 


Daily 


Daily 


1.5 Gm. 


Daily 


1.0 Gm. 


~ Approx . Weight 
of Patient 


18 Ib 


175 Ib. 


265 Ib. 


THE NEW LOW-DOSAGE AUREOMYCIN SCHEDULE: 


. “No. of Doses 
Amounts Given stg hay 
50 mg. dose twice daily, after food is taken 2 
250 mg. dose twice daily, after breakfast and 2 
supper 
100 mg. dose every 3 or 4 hours after meals 5 | 
50 mg. dose every 2 hours with milk 10 | 
250 mg. dose every 4 hours 4 
100 mg. dose every 2 hours 10 
- ~ | 
250 mg. dose every 3 hours 6 





Look to e> for leadership 
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AUREOMYCIN, with its powefful action against an unprecedently wide 
variety of bacteria and virus-like organisms, has proved to be of great value 
in infectious conditions affecting the upper respiratory tract and the anato- 
mically-connected middle ear. 
AUREOMYCIN appears rapidly in the tissues of the ear, nose and accessory sinuses, 
and in the cerebrospinal fluid. When given intravenously, it attains maximum 
concentration in the plasma within 5 minutes, and does not favour the 
development of bacterial resistance. 
In severe acute otitis externa, oral AUREOMYCIN shortens the period of pain 
and swelling. In chronic suppurative cases, local use of AUREOMYCIN drops, 
plus frequent cleansing of the ear, appear- beneficial AUREOMYCIN is 
indicated in cases of fulminating otitis, in all cases requiring paracentesis, or 
when there are signs of extension beyond the middle ear.  n acute pharyngitis, 
AUREOMYCIN is highly effective whether or not exudate is_ present. 
In the treatment of nasal and sinus infections, oral AUREOMYCIN is 
carried by the fluids to the site, penetrates the cell membranes and sets up 
an antibacterial action in the involved tissues. 
AUREOMYCIN has been reported to be effective in the following conditions 
frequently seen by otolaryngologists : 
Laryngeal Infections Pharyngitis 
PACKAGES : Otitis Externa Sinusitis 
Capsules : 50 mg., bottles of est 5 ae 
2S and 100; 250 my., bottles Otitis Media Tonsillitis 
of 16 and 100. Dental Cones : Mastoiditis 
2 8s - of = Dental 
‘laste : 30 mg. per Gm., jars of P H “ icine >; . ic 
Sg Aigg o antng vials of Throughout the world, in every field of medicine, AUREOMYCIN is 
—s on P ammo recognized as the broad-spectrum antibiotic of choice. 
Ointment : tubes of | ounce and 
1 ounce. Ointment (Ophthal- 
mic): 6 tubes of & ounce. 
thalmic : vials of 25 4 
ee ell "Otic : vials of LEDERLE LABORATORIES DIVISION 
50 mg. with dropper. Soluble 
Tablets : 50 mg., bottles of 100. 
Spersoids* : jars of 36 and e 
75 Gm. Troches: 15 meg., 7 lJ 
bottles of 25. Vaginal Powder : a 
vials of 5 Gm. (200 mg./Gm.) 
*Trade Mark BUSH HOUSE - ALOWYCH - LONDON, W.C.2 TEMPLE BAR 5411 
21 
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The Influenza deaths 


graph follows a consistent 





; pattern; maintaining a 
= low but steady level for 
nearly nine months of the 
year. Between December and February the graph rises 
sharply . . . in an epidemic year into hundreds of deaths 
a week. 
The busy doctor, whether he is overburdened with the 
demands of an epidemic or is simply faced with a seasonal 
increase in “flu cases, naturally looks for an analgesic and 
sedative with proved antipyretic effect. 
Veganin*, containing 16th of a grain of codeine 
phosphate together with acetylsalicylic acid and phen- 
acetin, has long been accepted as the analgesic, sedative 
and antipyretic of choice. Its disintegration rate of 10 
seconds ensures rapid action. 


ganin is 


~»tainable from all chemists in tubes of 
10 and 20 tablets ; also available in bulk packages of 
100 and 500 tablets for dispensing only, free of 
purchase tax when prese 

the N.H.S. The ta 


ribed either privately or on 
r free packages of 100 and 500 
supplied to the chemist at 6s. 

d. net, respectively. 


Each tablet contains acid acetylsalicyl. 250 mg., 
tablets are id. and 


phenacet. 250 mg. and codeine phos. 10 mg. 





VEGANIN HAS NEVER BEEN ADVERTISED TO THE 


PUBLIC 





99 


Willim R. WARNER and @. a.Power Road,tondon WEA 
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Powerful 


Highly Soluble Sulphonamide 


ELKOSLEIN 
6-( p-aminobenzenesulphonamido) -2 : 4-dimethylpyrimidine) 
Wide range of effectiveness 


WELL TOLERATED LOW TOXICITY 


Elkosin is extremely soluble 
in blood and urine and the degree 


of acetylation is unusually low 


Elkosin may be administered in 


four hourly or six hourly doses 


Available in tablets of 0.5 g. 


Bottles of 25, 100 and 500 


GBA 


CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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The tables below show blood levels 
obtained after a single dose of 
aminophylline parenterally and a 
single dose of oral Theodrox. The 
blood levels produced by oral 
Theodrox compare favourably with 
those produced by parenteral 
administration of aminophylline. 


THEODROX 


intramuscular Aminophyiline Intravenous Aminophytine 





0 1 2 3 4hrs 0 i 2 3 


4hrs 0 1 


te 
a 


4bn 
* Micrograms of theophylline per 100 c.c. of blood. 


Prior to the introduction of Theodrox the usefulness of oral aminophylline has been 
limited by failure to obtain adequate blood levels because of gastric intolerance. With 
Theodrox this difficulty is overcome and effective oral dosage is entirely feasible. 
Each tablet of Theodrox contains 3 gr. of aminophylline B.P. with 4 gr. of dried 
aluminium hydroxide gel, B.P.C. 

In the form of Theodrox, aminophylline can be administered orally to produce results 
comparable with intravenous or intramuscular dosage, yet without the inconvenience 
and danger of parenteral administration. 

Theodrox is supplied in containers of 25, 100 and 1,000 tablets. 

Theodrox is also available as Theodrox with Phenobarbitone, each tablet containing 
in addition } gr. of Phenobarbitone B.P. 
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Clearing the Channel 


An action firm but gentle, prompt but lasting—that is the requirement when 
clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
“Vasylox’ restores free breathing without causing central stimulation, sleep- 
lessness, or interference with ciliary motility. Neither irritating nor stinging, 
it may be used for patients of any age, even for infants. ‘ Vasylox’, which 
contains 0-25 per cent of methoxamine hydrochloride, is issued in 1/2 oz. 


bottles with separate dropper. 


ae AD A Re) Gm FoR NASAL CONGESTION 


SOLUTION OF METHOXAMINE HYDROCHLORIDE 





BURROUGHS WELLCOME & CO. ctHe weiicome FOUNDATION LTD) LONDON 
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One old country cure for whooping cough 
calls not for medicine, but for an opportune meeting. 


It demands that the parent shall walk 


then return home, when the child will be found cured. 





till he or she meets a one-eyed man on a piebald horse, 













HAPPILY, we now have available 
more certain and scientific 
methods of securing whooping 
cough protection. As long ago as 
1946, Glaxo produced a vaccine that 
was observed, in British M.R.C., trials, 
to give 70 per cent protection. Since 
then, Glaxo research has brought many 
improvements to pertussis vaccines 

... has brought, too, more precise 
methods of gauging their potential performance in the 

field. Results suggest, indeed, that Suspended Whooping Cough 
Vaccine Glaxo markedly lessens the striking power of this 


childhood enemy. 


Suspended Whooping Cough 


Vaccine Glaxo 


Glaxo Laboratories Ltd., Greenford, Middlesex. BYRon 3434 — 
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ANTIBIOTIC AND CHEMOTHERAPEUTIC 
AGENTS IN THE TREATMENT OF 
INFANTILE DIARRH@®A AND VOMITING 


REPORT BY A WORKING PARTY * ESTABLISHED BY THE 
ANTIBIOTICS CLINICAL TRIALS (NON-TUBERCULOUS CONDI- 
TIONS) COMMITTEE OF THE MEDICAL RESEARCH COUNCIL 


THis paper describes the conduct and results of 
controlled therapeutic trials designed to investigate the 
clinical effects of the oral administration of aureomycin, 
chloramphenicol, and sulphadiazine on infantile diar- 
rhea and vomiting, excluding salmonella and shigella 
infections. The work was undertaken at ten separate 
centres in Great Britain : 


Birmingham Children’s Hospital. 

Edinburgh Royal Hospital for Sick Children and 
the City Hospital. 

Liverpool Alder Hey Children’s Hospital. 


London, G.O.8. The Hospital for Sick Children, 
Ormond Street. 

Queen Elizabeth Hospital for Children. 

St. Ann’s General Hospital. 

Booth Hall Children’s Hospital and the 
Duchess of York Hospital for Babies. 

General Hospital. 


Great 
London, Q.E.H. 
London, 8.A.H. 
Manchester 


Newcastle upon Tyne 


Sheffield Children’s Hospital and City General 
Hospital. 

Southampton Children’s Hospital and Public Health 
Laboratory. 


General Description of Investigation 

The investigation began in March, 1950, and continued 
for about two years. During the first eight months four 
of the centres were engaged on trials of aureomycin and 
five on trials of chloramphenicol. One of the centres 
(Liverpool) using chloramphenicol then began a trial 
of aureomycin also. Two months later another centre 
(London, §8.A.H.), not previously participating in the 
investigation, began a trial of aureomycin. At all the 
centres the progress of a series of cases treated with 
the drug under trial was compared with that of a 
concurrent series of control cases. 

The treatment of control cases needs some comment 
at this stage of the report. When the investigation 
was planned, it was intended that control cases would 
receive no antibiotic or chemotherapeutic agent by 
mouth, at least during the first week of treatment. 
It later became evident that this intention would be 
imperfectly realised, since ethical considerations arising 
from past experience of the treatment of infantile diar- 
rhea and vomiting influenced the practice at different 
centres. At most of the centres antibiotic or chemo- 
therapeutic agents were given by mouth to control 
cases only in occasional circumstances—e.g., when an 
infant was not responding to routine methods of treat- 
ment and it was considered unjustifiable to withhold 
additional therapy. At one of the centres using aureo- 
mycin (London, §.A.H.) all the severely ill patients, both 
aureomycin-treated and control, were given sulpha- 
diazine by mouth from the outset. At another centre 
using aureomycin (London, G.O.S.) a high proportion 
of controls were given either sulphadiazine or chloram- 
phenicol by mouth. 

The implications of these variations in treatment are 
discussed below, but at this point it is necessary to 
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Sir James SpeNcE, Dr. RK. M. Topp, Dr. R. G. WetcuH, 
Dr. Joyce Wricnat, Dr. WINIFRED YouNG, and Dr. A. T. 
RopEN (secretary). 


6797 








ORIGINAL ARTICLES 


{[pEc. 5, 1953 


state that at one centre (Edinburgh) where chloram- 
phenicol was being tried the oral administration of 
sulphadiazine formed part of the routine method of 
treatment of control cases. From the results obtained 
at this centre during the first year of the investigation 
it became evident that sulphadiazine-treated cases would 
need separate consideration. Accordingly, the scope 
of the investigation was extended and further trials 
were planned with the object of comparing the therapeutic 
effects of sulphadiazine with those of chloramphenicol 
in concurrent series of cases. 

All the cases included in the investigation fell, therefore, 
into four main treatment groups: aureomycin-treated 
(A), chloramphenicol-treated (C), sulphadiazine-treated 
(S), and controls (R). Table 1 shows the treatment 
groups adopted at the various centres and the duration 
of each trial from the admission of the first to the 
admission of the last case in the respective series. 


Design ‘and Conduct of Trials 

TYPES OF CASE INCLUDED 

Throughout each of the trials all infants coming under 
treatment for diarrhoea and vomiting at the centres con- 
cerned were included in the investigation, except those 
who were assessed within twenty-four hours of the start 
of treatment as having no diarrhoea and those who at the 
start of treatment were aged 1 year or more, or fully breast- 
fed, or found to have gross structural abnormality or 
evidence of gross organic disease. 

Infants included in the investigation and later found 
to have either salmonella or shigella infections were 
excluded from the final analysis of results. Infants 
with parenteral infections were included in the trials 
and in the final analysis of results, except those who 
had severe parenteral infections—e.g., meningitis, or 
pheumonia—as their primary disease. 


INITIAL CLASSIFICATION AND ALLOCATION TO TREATMENT 
GROUPS 

Before allocation to a treatment group each case 
was classified acgording to age and to severity of illness. 
The cases were classified according to age at the time of 
entry to the trial, as follows: (1) aged less than 1 month ; 
(2) aged 1-5 months; and (3) aged 6-11 months. 

The initial severity of the illness in each case was 
assessed within twenty-four hours of entry to the trial. 
A case was classified as severe if considered to need 
parenteral administration of fluid; otherwise it was 
classified as mild. 

All the cases included in the investigation were there- 
fore classified within twenty-four hours of entry into 
one of six age and severity groups. Throughout each 
trial successive cases in each age and severity group 
were allocated in rotation to the appropriate treat- 
ment groups, shown in table 1, except at one 
centre (London, 8.A.H.) where a modified random alloca- 
tion was made (see below). Minor differences in the 
numbers of cases appearing in concurrent treatment 
groups were due partly to errors of allocation in the 
early stages of the investigation and partly to sub- 
sequent exclusions because of either salmonella or of 
shigella infections discovered after entry. 


as 


ROUTINE TREATMENT 

Apart from the oral administration of antibiotic or 
chemotherapeutic agents each centre continued to use 
its own routine methods of treatment. These methods 
differed in detail but the basic principles were similar 
at all ten centres. 

Mild cases were treated with electrolyte solutions, with 
or without the addition of glucose, by mouth for twenty- 
four hours, in quantities adequate to meet a daily fluid 
requirement of 21/,-3 oz. per lb. of body-weights Dilute 
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TABLE I TREATMENT GROUPS AND DURATIONS OF TRIALS AT 
THE VARIOUS CENTRES 
Tat Treat- 
Centre a ment Duration of trial 
“ | groups 

Birmingham 1 C R | April, 1950—March, 1951 
Birmingham 2 C § August, 1951—March, 1952 
Edinburgh 1 Cs April, 1950-August, 1951 
Edinburgh 2 Cs September, 1951-—March, 1952 
Liverpool 1 C R| March, 1950—October, 1950 
Liverpool 2 |AC R | November, 1950—May, 1951 
Liverpool 5 3 | CS R}| June, 1951—March, 1952 
London, G.O.S. a. 2A t| April, 1950—May, 1941 
London, G.O.S8. 2 Cs June, 1951—-March, 1952 
London, Q.E.H. 1 ( R | April, 1950—-May, 1951 
London, Q.E.H. 2 CS Ri June, 1951-March, 1952 
London, 38.A.H. 1 A R | January, 1951-—July, 1951 
Manchester , 1 A R | April, 1950—May, 1951 
Newcastle 1 Cc RR April, 1950—April, 1951 
Sheffield , 1A R | April, 1950—-May, 1951 
Southampton 1 A R | April, 1950—-May, 1951 
Southampton 2 Cs August, 1951-—March, 1952 


A, aureomycin. 
C, chloramphenicol, 





R, routine (control), 
S, sulphadiazine. 


milk feeds were then begun and their strength gradually 
increased until, by the fifth to the eighth day of treat- 
ment, depending on the practice at the different centres, 
feeds were Offered sufficient to supply the full daily 
requirement of 50 calories per lb. body-weight.. The 
type of milk feeds offered and the usual rate of increase 
in their calorie content varied at different centres. 
Severe cases were treated by continuous intravenous 
infusion of glucose and electrolyte solutions with the 
addition, at some centres, of dilute human serum or 
plasma, in quantities adequate from the start of treat- 
ment to supply the total daily fluid requirement and to 
correct dehydration. Oral administration of clear fluid 
was begun from twelve to twenty-four hours later. 
Dilute milk feeds were then introduced and their strength 
gradually increased. Intravenous therapy was continued 
until oral fluids were well tolerated. 
DOSAGES OF 


TRIAL DRUGS 


Dosages of the trial drugs were based on the infant’s 
body-weight on the day of entry to the investigation and 
were calculated, for each infant in the appropriate 
treatment groups, according to the following scales : 


(A) aureomycin 


75 mg. per lb, a day 
C) chloramphenicol ch re 75 mg. per lb. a day 
( & S 
(8) sulphadiazine > .. 125 mg. per lb. a day 


TABLE II NUMBER OF CASES IN EACH TRIAL 
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The dosages of aureomycin and of chloramphenicol 
were chosen at the outset of the investigation, when 
there was little to guide the Working Party except 
that some of its members had previously given the drugs 
in these quantities without apparent ill effect. So 
that the results of treatment might remain comparable, 
no alteration in dosage was made throughout the 
investigation. 

The drugs were given by mouth in divided doses, 
at intervals not exceeding six hours, for seven days. 
Administration was begun as soon as a sufficient time 
had elapsed to enable the initial assessments to be 
made, and in no case later than twenty-four hours 
after entry to the trial. The drugs were dispensed 
in syrup or some other sweet-flavoured vehicle. Supplies 
of aureomycin in the form of 250 mg. capsules were 
found not to be particularly convenient for the measure- 
ment of individual doses according to the scale chosen 
by the Working Party. Otherwise no difficulties were 
experienced either in dispensing or administering the drugs. 


CLINICAL RECORDS 


A clinical summary was made of each case included in 
the investigation to show : 

(1) The age and severity classification, 

(2) Other criteria chosen for subsequent analysis of the 
initial comparability of the different treatment groups : 


(a) Source of cases—i.e., from institutional or from 
domiciliary practice. 
(6) Duration of diarrhea before entry to the 
investigation. 
(3) The treatment group. 
(4) Criteria of clinical progress after entry to the 


investigation : 

(a) Death or survival. 

(6) Duration of diarrhea. The interpretation of this 
criterion—i.e., the time at which the stools became 
normal in amount and consistence—was left to the 
individual judgments of the physicians in charge 
of the cases at each centre. 

(c) Time to clinical recovery. It was agreed by all 
concerned that clinical recovery implied a_ satis- 
factory general condition, stools of normal consistence, 


and ability to tolerate an adequate diet. At some 
centres gain in body-weight was included in the 
assessment of clinical recovery. 

(d) Number of mild cases becoming severe—i.e., sub- 
sequently needing intravenous therapy. 

(e) Relapses of diarrhea. Recurrences of diarrhoea 
not later than fourteen days after clinical recovery 

OF CASES IN TREATMENT, SEVERITY, AND 


AGE-GROUPS 





Distribution of cases 


rreatment Severity 


Total group 
Trial no. of ere 
cases | 
| Mild 
A ( Ss R 
A} Ss R A 
Birmingham 1 .. | 73 oe ESP | cs 1 OB Y..) Wy .. 7 O67 .. 
Birmingham 2 .. 26 i 12 | 14 fe reay BN. — 
Edinburgh 1 ~» | 323 os ROO Take 1 wc [ual UR T 28 Pe 
Edinburgh 2 i‘. a os | we) Be les few) wel oe — 
Liverpool 1 Re 80 re, tere. eee Fee Fe 
Liverpool 2 .. 55 18 18 19 }11) 11 11 7 
Liverpool 3 oo | 23° 4 2. (Sb) 88 196 1 .. 128 1-28 198}... 
London, G.O.S., 1 | 92 42]. cs | BO (ORI... << ian 4.88 
London, G.O.S., 2 | 68 eer 3s oe 29 | 30 a 
London, Q.E.H., 1 | 105 .4 S81 5. 188 33 | .. | 37 | 
London, Q.E.H., 2 38 > 13 | 13 | 12 | 11 10 ; 10 
London, 38.A.H... 56 28 - 4 28 |20; .. a 21; 8 
Manchester | 46 me ts. 21 § 10 | 17 
Newcastle ee ~- | 35 24 20 18 | 
Sheffield .. <1 ae: eae }11|.9 8| 5 
Southampton 1.. 59 bean os Se Bed ee 21; 7 
Southampton 2.. 44 -» | 32 | 2B) .. ]..| 13 | 16] .. | 
Total 1168 (154 |415 (247 


Age-group 


Less than 





Severe Senienth 1-5 months. 6-11 months. 

j j } 
c/S|R]/ajc(sS/R/Aa/;C]Ss]R] al c|s| R 
a1]../21|../1 cl dO id ad Bake 
hk a ease a GE + | 9] 9) .. | | SLs) ..- 
$7 |s7 | .. |..| 5 {10 2 (eet ee ee 
S4S 1s. asa gi Se <9 ea oT | erty ee 
| ee Te ee 3 Bere For 30 Mm Pre ee 
eA ied 3 Re es BL 3h See Se Be Se 4 
BS tee 3s eee Rk ee 1 Oe. | Sel Ss 
ee ee ae SAME ca) a Ol 1 8c) ow ias  e 
C19) ..1..1 8181.) .. a8) 1). ) Oe 
4. ee) ys | 2 31) .. | 32 | .. | 19]..| 19 
PC Pie See Bek Bie hit tee ese ee 
ee Pe a eae Pe ee ae ee ee ee ee 
ps Hee LOR dice deal oe ticwt Med 0] so LAST S| os [acl 6 
5 | 6] 2 1} .. | 18 Pets 1 oT. Ss 
eS See SS eae Bees ee 8 ee ee vane ae 
eee es ORE ere ae eee ree © ee 7 eee ee ae 
LI Ra cc dace A ncsalit on SERRE Unis Atm ae tpl Re | 





|352 | 97 280 182 [230 | 57 |135 |65 [122 | 8 23 15 (21 112 [283 162 (241 | 34 j109 70 | 90 











ee. re ri, vn td et mt et ted et ee) | 





93 
Licol 
rhen 
cept 
rugs 
So 
ble, 
the 


SOB, 
AYS. 
ime 

be 
urs 
ised 
lies 
vere 
ure- 
sen 
vere 
ugs. 


d in 


the 
rom 


the 


the 


this 
ame 
the 


all 
itis- 
nce, 
yme 
the 


ub- 


10ea 


—- = oe. 
“ISON IWS: Hwa +; 





THE LANCET] ® 








ORIGINAL ARTICLES 


TABLE IlI—NUMBER OF CASES IN EACH TRIAL: INITIAL COMPARABILITY OF TREATMENT GROUPS 
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| 


Total no. of cases 


= | 
Source of cases | 
Average duration of 

















j in each treatment | | diarrhaa before 
Trial | group | Hospital or other Domiciliary admission (days) 
| institution practice 
| | | } oo" | 

| A fe Sb Rm PcAo tine Was | R ae ame © Ss R A Ot c8 R 

Birmingham 1 vo oe ar | 36 | | 27 ~~ a 10 - 17 3:5 ; 5-1 
Birmingham 2. | . A eras a ae 3 | 2 70 | 28) .. 
nburg oe -> | 108 115 oun | a¢ ae - ee 4-0 Pek, ocd 
Edinburgh 2 5 Tie i eae } és 33 | 36 | .. 106 | 10% “eo HN: 36 | 31] :: 
Liverpool 1 sie oe | Yar ~ 7 ey ee 35 ~ 29 : 3:5 s 3:3 
Liverpool 2 a 18 | 18 ee 10 5 oc ee, ee 13 ys 10 3°7 3-1 on 2-6 
Liverpool 3 ye os 25 | 22 | 3 ais eo ‘Cah ie oo 16 19 ae 3:1 4:8 3-3 
London, G.0.S.,1.. | 43 cee Co Tears Se Teaser Fe. ie ae 
London, G.O.S., 2.. 5S tea 33 Ce ee ee 12 zi ae a oe ee: ¥ = 5-0 6 |... 
London, Q.E.H., 1.. ex ot Ge ee te Ke 16 i 41 oh 37 4-5 * 4-3 
London, Q.E.H.,3.. | .. ae 2 eae a 2 2 a 11 li 10 6} 56 | 57 
London, S.A.H. ..| 28 | .. | -. | 28 | 10 | .. < 8 Cen ee mR: 20 6-5 ve 4-0 
Manchester. . ; Mee ee cut ae RT a ; 4 ae eee 17 4 ; 4-1 
Newcastle . oe <a ae er 24 = 5 | 3 a 20 ne te 3:8 3-7 
Sheffield .. ‘ a ar | 11 aha e | es 14 “s a 11 i oe a 3-5 
Southampton 1 ..| 27 | .. ae 2 | .. i. a. ae d aur oae reo ee eee ee 
Southampton 2... ae 22 | 22 | .. | .. 10 | 6 | .. | ee 12 i). | ee? sa ay 








were classified as relapses. An arbitrary distinction 
was made between relapses and recurrences of 
diarrhea later than fourteen days after clinical 
recovery ; these were recorded as separate illnesses. 
Additional criteria. At three centres (Birmingham, 
Liverpool, and London, Q.E.H.) the following addi- 
tional criteria were used ; 

(t) Number of severe cases needing prolongation 
or renewal of intravenous therapy because oral 
feeding was not tolerated. 

(ti) Number of cases making straightforward 
progress, with toleration of increasing milk 
feeds, without setbacks necessitating a return 
to clear fluids or intravenous therapy. 

(5) Toxic manifestations attributable to the trial drug. 


= 
— 


BACTERIOLOGICAL INVESTIGATIONS 

Rectal swabs and specimens of feces were examined 
at each centre for the presence of salmonella and shigella 
organisms. In addition, at five of the centres (Birm- 
ingham, Edinburgh, Liverpool, London, §8.A.H., and 
Southampton) examinations were made for Escherichia 
coli O 111 and B. coli O 55. These specific serological 
types have been found in many countries in recent 
years in association with infantile diarrhea and vomit- 
ing, and some workers have reported their isolation 
fromm a larger proportion of severe cases than of mild ones 
(Holzel et al. 1949, Alexander et al. 1952). At each of 
the five centres concerned the EL. coli O 111 and E. coli O 55 
strains isolated from cases at entry to the trial were 
examined by biochemical and serological methods, the 
O group being identified by tube agglutination tests. 


Clinical Findings 


Altogether 1168 cases of infantile diarrhea and 
vomiting (789 mild, 379 severe) were included in,the 
analysis of the results; of these cases 154 were aureo- 
mycin-treated, 415 chloramphenicol-treated, 247 sulpha- 
diazine-treated, and 352 controls. The response to 
treatment of individual cases was assessed solely by 
their clinical progress. 

The results in different treatment groups were compared 
in two stages : 

(1) The first stage was to consider each trial separately. 
The investigation had been so designed as to ensure the 
allocation of cases of similar age and severity to different 
treatment groups. The concurrent series in each trial were 
analysed to verify that the age and severity distributions 
of the cases were similar, and to demonstrate, by the other 
criteria chosen, that the treatment groups were initially 
comparable. They were further examined to ascertain 
whether the cases in each group had received similar treat- 
ment apart from the administration of the trial drug. The 
treatment groups were next compared as regards the criteria 
of clinical progress previously listed. 


(2) The second stage was to bring together the findings 
obtained at different centres, by collecting the results of all 
trials in which there were two similar treatment groups. 
Variations in treatment between different centres were 
examined. The results at centres found to show important 
variations were analysed separately. The results at the 
remaining centres were combined. 

The following treatment groups were then compared : 

A-R, aureomycin-treated and concurrent controls. 

C-R, chloramphenicol-treated and concurrent controls. 

C-8, chloramphenicol-treated and concurrent  sulpha- 

diazine-treated. 
STAGE 1: RESULTS OF SEPARATE TRIALS 
Initial Comparability of Treatment Groups 

Table 11 shows the number of cases included in each 
trial, and the distribution of the cases according to their 
treatment group and to severity of illness and age on 
entry to the investigation. 

Table m1 shows, for each of the concurrent series, 
the sources of the cases and the average duration of 
diarrhea before entry to the investigation. In both 
these characteristics the different treatment groups, 
as shown in the following summary of table 11, were 
similar enough to justify comparisons between them of 
subsequent clinical progress : 

Percentage of cases Average duration 


) 
Treatment from of diarrhea 


Groups domiciliary practice before entry to trial 
A-R A 71%, R 68% A 4-9 days, R 4:6 days 
C-R _ C 71%, R 68% C 3:8 days, R 4-0 days 
C-S8 C 68%, S 70% C 4:3 days, S 4-3 days 


Variations in Treatment 

Details of routine treatment varied at different centres, 
but each centre aimed to apply its usual methods to all 
cases irrespective of the treatment group to which they 
were allocated. Possible bias in this respect was obviated 
at two centres (Edinburgh 2nd trial and London, 8.A.H.) 
where trials were conducted ‘“ blind ’’—i.e., without 
the physicians knowing which patients were receiving 
the trial drug. 

All patients in the treatment groups A, C, and § 
were given the respective drug according to the agreed 
dosage. Patients in the control group (R) were normally 
given no antibiotic or chemotherapeutic agent by mouth 
during the first week of treatment. At one centre 
(London, S.A.H.) sulphadiazine was given by mouth 
in all severe cases, irrespective of the treatment group. 
At another centre (London, Q.E.H.) penicillin was given 
intramuscularly in all severe cases as a routine prophy- 
lactic measure during intravenous therapy. 

Infants found to have, either at the time of their entry 
to the investigation or during the subsequent course 
of their illness, a parenteral infection considered to need 
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Total no. No. of No. of 
of cases deaths survivors 
Trial 


Birmingham 1 37 re |.. i tas Lins pas = 
Birmingham 2 ..,.. | 12 14]..].. |. cs. 4 12 13 
Edinburgh 1 ob ce ERD TERS 1c Ie S121. /103 113 
Edinburgh 2 Wire k Se | sailse iow [ow Ses dine [ime a ae 
Liverpool 1 ee | See | ae a eRe 40 
Liverpool 2 --{18] 18] .. | 19 AS Pe 1/18] 18 os 
Liverpool 3 -shws foe 22 | 26 oe 1 I te dae 24 21 | 
London, G.O.S., 1 | 42 : io AOL te ~ 3/41 2. - 
London, G.O.S.,2)|.. 35 33 7 ee me pf PR ee 35 33 
London, Q.E.H., 1)... | 52 5 : 2 . 
London, Q.E.H., 2) .. | 13 13 12 ; - 13 113 
London, S.A.H...|}28 .. as | 28 1 27 | 
Manchester et TS es }21] 1 2\24/ .. 
Newcastle icv oP 24). “so |s3 25 
Sheffield .. ..|14 11; 2 2 12 
Southampton 1...) 27) .. ;/32; 1 1 | 26 35 3 
Southampton 2..|.. 22 | 22 92 | 99 
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TABLE IV—CLINICAL PROGRESS OF CASES IN EACH OF THE TRIALS 





Average 
duration of 
diarrhoea 
after entry 

(days) 


Average time No. of mild 

to clinical cases which 
recovery became 
(days) severe 


No. of cases 
which 
relapsed 





-» {13-1 Bae 1 2 | 1 
11-5 1| 1 € 
13°38 5 | 5 | 6; 41} 
733 ee pear 2 
« 117-7 , 4 |. 
. cori oid i.. 4/;2 |. 
8-8 |13°9|.. S11 2k i. Fe 1 
peel Dice (2. (00 4 3'L. 
fee) .< ioe 1D | 3) 4 
- {12-0 4 6 |. 6 |. 3 
6-5| 9-2]... ee oe 13843 
12-8/ 1 517 }. 7 
14-5) 1 2 . | 
12°9|.. Ag 2 1 | 2 
14-1). a dec | 
9-3; 1 ° GE | 1 
12-0 3 Lats 





specific treatment were usually given penicillin intra- 
muscularly. Sulphonamides or antibiotics other than 
the drug appropriate to the treatment group were given 
by mouth to some patients whose progress was considered 
to be unsatisfactory and to some patients for the treat- 
ment of parenteral infections. Details of such additional 
chemotherapy are recorded in the second stage of the 
analysis of the results. 


Clinical Progress 

Table 1v gives the results obtained in each of the 
trials. It shows the number of cases included in the 
investigation at each centre and their clinical progress 
as regards the criteria chosen. Durations of diarrhaa 
and times to clinical recovery have been expressed as 
averages for each treatment group. The relation of 
clinical progress to treatment group is seen to follow 
a general trend from more rapid recovery in the sulpha- 
diazine-treated and chloramphenicol-treated groups to 
less rapid recovery in the aureomycin-treated and control 
groups. The statistical significance of the observed 
differences is dealt with in the second stage of the 
analysis. 

STAGE 2: COMPARISON OF TREATMENT GROUPS 
Aureomycin-treated and Concurrent Control Groups 

The numbers for comparison from the six centres 
concerned (Liverpool 2, London, G.O.S. 1, London, 8.A.H., 
Manchester, Sheffield, and Southampton 1), were 154 
cases in the aureomycin treated group and 161 cases 
in the control group. 

The method of the trial at London, 8.A.H. differed 
from that at the other centres in several important 
respects : the trial was, throughout, conducted * blind ”’ ; 
cases within each age and severity group were allocated 
at random to treatment groups ; all the control patients 
were given by mouth an inert yellow powder indistinguish- 
able in appearance from aureomycin ; and all severe 
cases were treated with sulphadiazine by mouth, 
irrespective of treatment group. The results obtained 
at this centre have therefore been analysed separately. 

Important variations also were recorded at London, 
G.O.S., where sulphonamide derivatives were given 
by mouth to 7 of the 42 patients in the aureomycin- 
treated group and to 27 of the 50 controls. Additional 
antibiotic therapy given to controls “comprised the 
following ; either chloramphenicol or aureomycin by 
mouth to 13 infants whose clinical condition was not 
improving under routine treatment ; penicillin parenter- 
ally in 14 cases; and streptomycin parenterally in 8 
cases. The variations recorded were sufficiently large 
to necessitate separate analysis of the results obtained 
at this centre. 


| 
| 


At the other centres using aureomycin additional 
chemotherapy was given in only a small proportion of 
cases, mainly in the control group. 

Table v shows a comparison of the aureomycin- 
treated and concurrent control groups. At London, 
G.O.8. the proportion of mild cases becoming severe 
was significantly higher in the control group (yx? = 11-24 
n= 1 P<0-001). This difference, which was supported 
by the results at London, S.A.H., was the only statistically 
significant difference between the two treatment groups. 
No statistically significant difference was demonstrated, 
at any of the centres, in the average duration of diarrhea 
after entry to the trial or in the average time to clinical 
recovery. The number of cases relapsing after clinical 
recovery was slightly higher in the aureomycin-treated 
group. 


Ohloramphenicol-treated and Concurrent Control Groups 


The numbers for comparison from the four centres 
concerned (Birmingham 1, Liverpool 1, 2, and 3, London, 
Q.E.H., 1 and 2, and Newcastle) were 210 cases in the 
chloramphenicol-treated group and 210 cases in the 
control group. The principles of routine treatment 
were similar at all four centres. At Birmingham 4 


TABLE V—COMPARISON OF AUREOMYCIN-TREATED (A) GROUPS 
AND CONCURRENT CONTROL (R) GROUPS 


| Mild | Severe | Total 
| | cases cases | 2 
Centre p = a — 
AVR| ALR) AR 
Total no. of cases | London, G.O.S. |} 29 | 32 | 13 18 |42 |50 
London, S.A.H.|20 |21 | 8 | 7 |28 | 28 
Other centres 48 | 50 36 33 84 |83 
| | | 
| | 
No. of deaths London, G.O.S. | ..] .. 1 S43 | 3 
London, 8.A.H.| .. ae Py | or ee an oe 
Other centres 2 2 rei rw} 
| | 
No. of survivors. . London, G.O.S. 29 | 32 {12 |15 | 41 47 
|} London, S8.A.H. | 20 | 21 7 tt if Tee 
| Other centres [46 |48 (34 |29 |80 |77 
Average duration | London, G.O.S. | 13-5) 17-1) 16-0) 17-5) 14-2/ 17-2 
of diarrhoea after | London, S.A.H.) 4:5) 5-6) 6-2) 7-4) 4-9) 6-0 
entry to trial | Other centres 6-9) 7- 7-1) 7-3) 7-0] 7-2 
(days) | | 
| j ' | | 
Average time to | London, G.O.S. | 16-9 20-3) 19-3) 20-5) 17-6) 20-4 
clinical recovery | London, S.A.H. | 14-5 13-3) 11-9) 11-1) 13-8) 12-8 
(days) | Other centres 11-3, 12-7) 14-1 14-4) 12-5) 13-4 
No. of mild cases | London,G.O.S. 1 | 14 | 
which became | London,S.A.H.| 1 5 | 
severe Other centres es +s | 
| 
No. of cases which | London, G.O.S. | 2 1 a. 3 s 42 
relapsed London, S.A.H.! 4 6 3 a | 7 
| Other centres 2 ts “- tas 1 
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patients, all in the control group, were given sulphon- 
amides by mouth because of unsatisfactory progress. 
At Liverpool 3 patients in the chloramphenicol-treated 
group were later given either penicillin or streptomycin 
intramuscularly for the treatment of parenteral infections ; 
in the control group some patients were given penicillin 
intramuscularly, and 2 patients, whose condition was 
deteriorating, were given chloramphenicol by mouth 
after the end of the first week of treatment. At London, 
Q.E.H., penicillin was given intramuscularly to patients 
in both groups for the treatment of parenteral infections ; 
in the control group 8 patients, whose conditions were 
deteriorating, were given chloramphenicol by mouth 
after intervals ranging from six to fourteen days from 
the start of treatment. At Newcastle 2 patients in the 
chloramphenicol-treated group were given penicillin 
intramuscularly for parenteral infections; and in the 
control group most of the patients were given penicillin 
intramuscularly, 6 were given sulphadimidine by mouth, 
4 were given streptomycin, and 2 aureomycin, and 2 
whose condition was deteriorating were given chloram- 
phenicol by mouth after the end of the first week of 
treatment. The recorded variations in treatment were 
proportionately greater at Newcastle than at the other 


TABLE VI—COMPARISON OF CHLORAMPHENICOL-TREATED (C) 
GROUPS AND CONCURRENT CONTROL (R) GROUPS 


ome | an cases 











Mild cases | cases 

} 

co ae ae a es ee 
Total no. of cases .. (138 |138 | 72 | 72 |210 |210 
No. of deaths, . a ct. fo Te 4 eS 
No. of survivors ba ~« 1187 [286 } 60 68 |206 204 
Average duration of diarrhoea | | 

after entry (days) .. 5-6| 83] 6-7) 10-0} 60; 8-9 


Average time to. clinical 


| | 
recovery (days) .. 15-6] 10-2] 14-0 


; ‘ ee | 
No. of mild cases’ which 
became severe es # 4 | 28 ee ere ee 
No. of cases which relapsed... | 4 5 | 6 . 100 + F 








Total no. of cases 118 | 120 67 66 
-a a —- — — —— Additional 
No. of severe cases which | | criteria 
needed prolonged intra- | | used at 
venous therapy eM } $s | 28 three of 
No. of cases which made | | the centres 
straightforward progress . . 110 | 79 | 64 | 37 





centres using chloramphenicol, but the numbers involved 
were comparatively small. The results at all four 
centres have therefore been combined in the second 
stage of the analysis. 

Table v1 shows a comparison of the chloramphenicol- 
treated and concurrent control groups. The average 
duration of illness after entry to the trial was less in 
the chloramphenicol-treated group than in the control 
group. Statistically significant differences in favour 
of the chloramphenicol-treated group were demonstrated 
as regards the average duration of diarrhoea (t = 4-98, 
n = 408, P<0-001), the average time to clinical recovery 
(t = 4:66, n = 408, P<0-001), and the numbers of 
mild cases becoming severe (x? = 20-36,n = 1, P<0-001). 
The relative improvement in progress in the chloram- 
phenicol-treated group was of the same order in both 
mild and severe cases. The number of cases relapsing 
after clinical recovery was small but was higher in the 
chloramphenicol-treated group. 


Chloramphenicol-treated and Coneurrent Sulphadiazine- 
treated Groups 

The numbers for comparison from the six centres 
concerned (Birmingham 2, Edinburgh 1 and 2, Liverpool 
3, London, G.O.8., 2, London, Q.E.H., 2,and Southampton 
2) were 243 cases in the chloramphenicol-treated group 
and 247 cases in the sulphadiazine-treated group. The 
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TABLE VII COMPARISON OF CHLORAMPHENICOL-TREATED (C) 
GROUPS AND CONCURRENT SULPHADIAZINE-TREATED (S) GROUPS 


Mild cases; Severe All cases 
cases 
( s ( 5 ( rs) 
Total no. of cases * ek 182 72 65 243 (247 
No. of deaths . ; 2 0 { 4 6 4 
No. of survivors ax -. 1169 |182 68 61 237 = «=|243 
Average duration of diarrhcea 
(days) ah a -5 7*1 7 7:8 6-3 7:3 8 
Average time to clinical } 
recovery (days) a nie 13-5} 12-0) 16-5) 14-5) 14-4| 12-6 
Number of mild cases which | 
became severe ; as 10 11 
Number of cases’ which | 
relapsed a , - 7 3. + 7 2 14 15 


principles of routine treatment were similar at all six 
centres. Penicillin was given intramuscularly for the 
treatment of parenteral infections to some patients in 
each of the treatment groups. Apart from this, addi- 
tional antibiotic or chemotherapeutic treatment was 
rarely given. The variations recorded were not so 
numerous as to invalidate comparison of the two treat- 
ment groups. At two of the centres (Liverpool 3 and 
London, Q.E.H., 2) concurrent series of control cases 
allowed a comparison of three treatment groups (C, 
S, and R). 

Table vir shows a comparison of the chloramphenicol- 
treated and concurrent sulphadiazine-treated groups. 
The average duration of illness after entry to the trial 
was less in the sulphadiazine-treated group than in the 
chloramphenicol-treated group. Statistically significant 
differences in favour of the sulphadiazine-treated group 
were demonstrated as regards the average duration of 
diarrhea (t = 2:39, n = 478, 0-01<P<0-02) and the 
average time to clinical recovery (t = 2-50, n = 478, 
0:01<P<0-02). The relative improvement in progress 
in the sulphadiazine-treated group was of the same order 
in both mild and severe cases. There was no significant 
difference between the two treatment groups in the 
proportion of mild cases becoming severe. 

A direct comparison of sulphadiazine-treated and 
control groups was made at two centres only (Liverpool 3 
and London, Q.E.H., 2). In concurrent series at these 
centres 38 cases were allocated to the chloramphenicol- 
treated group, 35 cases to the sulphadiazine-treated 
group, and 38 cases to the control group. Significant 
diffe.ences were demonstrated between the sulphadiazine- 
treated and control groups as regards the average dura- 
tion of diarrhwa after entry to the investigation (t = 2-49, 
n = 70, 0-01<P<0-02) and the average time to clinical 
recovery (t = 2:77, n = 70, P<0-01). The differences 
between the chloramphenicol-treated and control groups 
were statistically not quite significant ; it is reasonable 


TABLE VIII—DISTRIBUTION, ON ENTRY TO THE TRIALS, OF 
E. coli O 111 anp E. coli O 55 POSITIVE AND NEGATIVE 
CASES : RESULTS FROM THE FIVE CENTRES CONCERNED 


| 
| 


! 
| No. of No. of No. of 








} 
| cases cases cases aa 
| E.coli | E.coli | E.coli | Total no. 
ar 0111 | O 55 0111/0 55, Of cases 
Trial | positive | positive negative 
4AiC\S!R)/A\C!{S| R/ A\C!S| Ri Al C; S jl 
Birmingham 1 - |. -JALl..| Gf. .iZM). .j15 5 15 37| ..|36 
Birmingham 2 . me ee ee er 12} 14). 
Edinburgh 1 . |..{20)19). .|. .{17|17]. .|. .|64/69 101,105 
Edinburgh 2 . Joo} 4 Sl. .}..] OF Bl. .]. 2504. 28) 27|.. 
Liverpool 1 . '..{14 15}..| 7 5 19}. .|20 $0) ..'40 
Liverpool 2 - j11}10). .j11).. 7) 8}..} 8/18) 18 19 
Liverpool 3 ° 11/10} 8).. -}. .}14)12)18 25| 22/26 
London, 8.A.H. .. 5]. .}..| 41 2 2)\21 \22)28) .. .|28 
Southampton 1. | 1/../..| 2)..]..|..| 1/26]. .J. .}2s 32 
Southampton 2... |..| 1)..|..)..] 4] 3)..]../17|19). 22| 22 
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to assume that this was due to the small numbers of 
because the actual differences observed were of 
the same order as those observed in other C-R series. 


cases, 


NUMBER OF DEATHS 

The total number of deaths was 33, giving an over- 
all fatality-rate of 2-8%. The numbers of deaths in 
each treatment group, with the corresponding fatality - 
rates, were: aureomycin-treated 6 (3-99), chloram- 
phenicol-treated 9 (2:2%), sulphadiazine-treated 4 
(1-6%), controls 14 (4:0%). 


TOXIC MANIFESTATIONS ATTRIBUTABLE TO TRIAL 
DRUGS 
In a small proportion of cases skin eruptions were 


observed that 
of the drug 


were attributable to possible toxic effects 
under trial. In the chloramphenicol- 
treated group 14 infants developed rashes; 6 of these 
were eczematous in appearance and associated with 
blood eosinophilia; 2 cases of exfoliative dermatitis 
were recorded. In the aureomycin-treated group 3 
infants developed erythema of the hands and feet, and 
2 others developed induration of the hands. In the 
sulphadiazine-treated group skin rashes were reported 
in 3 cases. 
Bacteriological Findings 

Infants admitted to the investigation and found to 
have either salmonella or shigella infection were excluded 
from the analysis of the clinical results. Of the remaining 
1168 745 were treated at the five centres 
where examinations were made for EF. coli O 111 and EZ. 
coli O 55. 

Table vit shows the results obtained from examination 
of rectal swabs, or of specimens of feces, taken from 
these infants at the time of their entry to the investiga- 
tion or, in some cases, on the day after their, entry. 
The results refer to 727 patients from whom specimens 
were collected before treatment was begun with aureo- 
mycin, chloramphenicol, or sulphadiazine. 18 cases 
were excluded because relevant specimens were either 
not obtained or not examined. 

It is seen from table vu that at four of the five centres, 
among a total of 628 cases, these specific H. coli types 
were found to be almost equally distributed between the 
respective treatment groups of cases in each trial. This 
finding afforded additional evidence, independent of the 
clinical observations, of the initial comparability of the 
treatment groups at these four centres. The observed 
differences between the groups, as regards clinical 
response to treatment, could not therefore be attributed 
to the preponderance, in any one group, of cases from 
which these EH. coli types were isolated at the time of 
entry to the trial. At the fifth centre (Birmingham), 
for no known reason, H. coli O 111 and BH. coli O 55 were 
isolated from chloramphenicol-treated patients in higher 
proportion than from the concurrent controls. 

Separate reports are in preparation at two centres 
(Edinburgh and Liverpool) regarding the relation of the 
bacteriological findings to the clinical progress of their 


Cases. 


Cases 


Discussion 

It has long been recognised that non-specific infantile 
diarrhea and vomiting is, in many instances, a manifesta- 
tion of some acute infection. Because the identity of the 
infective agent, or agents, concerned has not yet been 
established, treatment of the disease with chemo- 
therapeutic or antibiotic drugs has lacked an experi- 
mental basis. Nevertheless in the past ten to fifteen 
years most of the sulphonamides and the newer anti- 
biotics have been tried empirically, and their effects 
on the course of the illness judged by clinical observa- 
tions. During the same period the prognosis of infantile 
diarrhea and vomiting has greatly improved, a change 
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contemporaneous with the adoption of more effective 
measures for the treatment of dehydration. Results 
attributed to particular drugs need therefore to be 
considered in relation to improvements in current 
methods of routine treatment. 

Many of the published results are difficult to assess. 
Some workers have treated cases with chemothera- 
peutic or antibiotic agents and have reported their 
results without reference to concurrent control cases 
treated by routine methods. Others have described 
controlled investigations of cases in numbers too small 
to have established statistically significant differences 
between the treatment groups. Well-controlled trials 
with adequate numbers of cases have been relatively 
uncommon. In Great Britain the therapeutic use of 
streptomycin has been tested critically by several groups 
of workers (Holzel et al. 1949, Lowdon and MeNeill 
1951, Young et al. 1951, Alexander et al. 1952), who 
failed to substantiate the claims made for this drug 
by previous investigators. 

Various sulphonamides have been used for the treat- 
ment of infantile diarrhoea and vomiting. Favourable 
results have been reported with sulphathiazole (Taylor 
1941), succinylsulphathiazole (Twyman and Horton 
1943), sulphaguanidine (Henderson 1943), and sulpha- 


diazine (Kirsch and Nieckau 1943, Tudor 1943). A 
controlled investigation of sulphadiazine was made 


by Klose (1947), who found that the drug did not appear 
to have any effect on the course of the disease. Some 
workers have continued to use sulphonamides for the 
treatment of associated parenteral infections, and a few 
have considered that these drugs may exert a favourable 
influence even in the absence of signs of parenteral 
infection, though opinions on this matter have been 
divided (see Hinden 1948). 

Good results have also been reported with the use of 
chloramphenicol (Rogers et al. 1949, Clément et al. 
1950, Smellie 1950, Piette and Vézina 1951) and of 
aureomycin (Magnusson et al. 1950, Laurell et al. 1951, 
Sacrez et al. 1951, Chedid et al. 1951). In a controlled 
investigation of both of these antibiotics Shanks (1951) 
found no significant difference between either of the two 
treated series and the controls, but it is noteworthy that 
the controls were given penicillin and/or sulphonamides 
as indicated, on the assumption that neither of the two 
latter drugs could be regarded as in any way specifically 
effective in the treatment of infantile diarrhea. 

The results of the present trials showed that the groups 
of patients treated with either sulphadiazine or chloram- 
phenicol progressed more favourably than the group 
given routine treatment only, and that benefit to a more 
limited extent might also be attributed in some cases 
to treatment with aureomycin. Analysis of the findings 
was complicated by the introduction of sulphadiazine 
into trials designed originally to investigate the effects 
of either aureomycin or chloramphenicol. Some of the 
early results suggested that sulphadiazine was at least 
as effective in treatment as chloramphenicol. This 
necessitated the separate consideration of those trials 
in which sulphadiazine was extensively used in the 
treatment of the control cases. As evidence of the value 
of sulphadiazine accumulated, further trials were deliber- 
ately designed to compare the effects of sulphadiazine 
with those of chloramphenicol. 

In the trials of aureomycin no statistically significant 
difference was demonstrated between the aureomycin- 
treated and control groups in their average durations of 
diarrhcea or average times to clinical recovery. At two 
of the centres concerned (London, G.O.S8., and London, 
S.A.H.) the interpretation of this finding was rendered 
uncertain by reason of the use at these centres of sulpha- 
diaziné in the treatment of control cases. At the same 


two centres it was found that the number of mild cases 
becoming severe was significantly less in the aureomycin- 
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treated group, a result unlikely to have been influenced 
by the use of sulphonamides, since chemotherapeutic 
agents were seldom given in mild cases in the control 
group unless the clinical condition had already begun 
to deteriorate. At the other centres using aureomycin 
no significant difference between the aureomycin- 
treated and control groups was shown as regards any 
of the chosen criteria of clinical progress, in spite of the 
fact that only a few of the controls were treated with 
sulphonamides. The evidence obtained therefore suggests 
that aureomycin prevented deterioration in some of 
the mild cases at two of the centres, but no other beneficial 
effect of the drug was detected. 


In contrast, the results obtained in the trials of chlor- 
amphenicol showed that this drug was effective in 
shortening the duration of diarrhoea and in hastening 
clinical recovery. It was also found to be effective in 
preventing mild cases from becoming severe and in 
promoting straightforward progress in both mild and 
severe cases. Similar routine treatment was given to 
all the cases, both chloramphenicol-treated and controls, 
and relatively few of the controls were treated with 
any chemotherapeutic or antibiotic agent by mouth. 
Occasionally controls were given chloramphenicol when, 
at the end of at least five days’ routine treatment, their 
clinical condition was causing anxiety. The numbers 
involved were small, and the significance of the 
differences between the two treatment groups was not 
obscured by this additional therapy. 


The trials designed to compare the effects of chloram- 
phenicol with those of sulphadiazine arose as a result 
of the findings at one centre (Edinburgh) where sulpha- 
diazine was given by mouth as part of the routine treat- 
ment. Preliminary results at this centre suggested that 
sulphadiazine might prove to be at least as effective 
as chloramphenicol. Subsequent trials supported this 
conclusion. In the final analysis significant differences 
in favour of the sulphadiazine-treated group were found 
as regards the average duration of diarrhea and 
time to clinical recovery. There was no significant 
difference between the two groups in the proportion 
of mild cases becoming severe. At two centres (Liver- 
pool and London, Q.E.H.), where the progress of 
concurrent control groups was also studied, the results 
confirmed the efficacy of sulphadiazine, compared with 
routine, treatment. 

In assessing the results of the investigation as a whole 
it should be emphasised that all the trials were made 
against a background of highly effective supportive 
treatment. The fatality-rate was 2-8% of the total cases 
and, even in the control group, was not higher than 4%. 
The number of deaths in the control group may have been 
influenced by the use of chemotherapeutic or antibiotic 
agents which were given to some infants, whose clinical 
condition was deteriorating, to improve their chances 
of recovery. For this reason the fatality-rate was 
considered an unreliable criterion for the comparison 
of trial and control groups. The differences between 
the fatality-rates in the various treatment groups, though 
not large enough to be statistically significant, were 
consistent, however, with the differences observed as 
regards the other criteria of clinical progress. 

More than half the controls made straightforward 
progress to recovery without chemotherapeutic or 
antibiotic treatment. Nevertheless the proportion of 


mild cases becoming severe was significantly greater 


/ 


in the control group (14%) than in,the aureomycin- 
treated (4%), chloramphenicol-treated (3%), or sulpha- 
diazine-treated (4%) groups. This finding suggests 
an important use for these drugs in the prevention of 
clinical deterioration of mild cases not responding 
readily to routine methods of treatment. Moreover, 
the administration of sulphadiazine or of chloramphenicol, 
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but not of aureomycin, was shown to reduce the average 
duration of illness in both mild and severe cases. 

Selection of the most appropriate drug for the treat- 
ment of individual cases of infantile diarrhea and 
vomiting may become possible when more is known 
of the wetiology of the disease. The results of the present 
investigation indicate sulphadiazine and chloramphenicol 
as the drugs of choice, with the balance of evidence in 
favour of sulphadiazine, and their oral administration 
may be considered as a valuable addition to established 
methods of treatment. It should be realised, however, 
that adequate supportive therapy still remains of para- 
mount importance, and that treatment with either of 
these drugs is not devoid of the risk of toxic manifestations 
attributable to their use. 


Summary 

Controlled trials of aureomycin, chloramphenicol, and 
sulphadiazine in the treatment of infantile diarrhoea 
and vomiting were made at ten separate centres in 
Great Britain during 1950-52. 

The trial drugs were administered by mouth in doses 
of, respectively, 75 mg., 75 mg., and 125 mg. per lb. 
body-weight a day for seven days. 

A total of 1168 cases (789 mild, 379 severe) was included 
in the analysis of the results. Infants found to have 
either salmonella or shigella infections were excluded 
from this analysis. 

The numbers in the different treatment groups were 
154 aureomycin-treated, 415 chloramphenicol-treated, 
247 sulphadiazine-treated, and 352 controls. The mean 
fatality-rate was 2:8%. 

Clinical progress after the start of treatment was 
assessed on the following criteria: average duration of 
diarrhea, average time to full clinical recovery, and 
proportion of mild cases which became severe. 

The aureomycin-treated group progressed more favour- 
ably than the controls as regards the proportion of mild 
cases which became severe but not as regards the two 
other criteria. * 

The chloramphenicol-treated and sulphadiazine-treated 
groups progressed more favourably than the controls 
as regards all three criteria. The progress of the sulpha- 
diazine-treated group ws significantly better than that 
of any other treatment group. 

The use of aureomycin, chloramphenicol, or sulpha- 
diazine as a therapeutic measure additional to established 
routine methods of treatment is discussed. 

The Working Party desires to express its thanks for facilities 
afforded by hospital and other authorities at the centres 
concerned ; and for the assistance of those members of the 
medical, nursing, and technical staffs who codperated in 
this investigation. 
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THE early recognition of recurrent hemorrhage and the 
accurate identification of the site of bleeding in hema- 
temesis and melzena are of great clinical importance but 
are also beset with difficulties. Kinsella (1950) reported 
favourably on the use of an indwelling tube for the 
recognition of recurrent hemorrhage. There is a real 
need for a safe bedside method that would yield reliable 
diagnostic and prognostic information. 

It was thought that in the acute stages of gastro- 
duodenal hemorrhage some abnormality of gastric 
secretion of diagnostic value might be present. For this 
reason 24-hour gastric analysis (James and Pickering 
1949) previously used in the study of peptic ulcer and 
achlorhydria (Watkinson 1951, Watkinson and James 
1951) has been applied to the problem. We report here 
the results of twenty-four-hour gastric analysis in 105 
consecutive and unselected patients admitted, as emerg- 
encies, With hematemesis or melena to the medical wards 


TABLE I-——-CLINICAL MATERIAL STUDIED 


Diagnostic criteria 


No. = ee 2 
Diagnosis | of | Radiography 
cases | Opera- |———- Gastro- Nec- 
| tion | Positive Ne gative| *§ opy | ropsy 
Chronic G.vU. i 6 | 9 | oe +) | 
= | 
Chronic pD.v. | 35 oT an dine mista. aps. 
| | | 
| | - | | | 
Acute ulcer | 42 5 2 31 | 13 | 2 
| 
| 
Postoperative | 2 ) | 
bleeding ah 
| 4 oe ee ee 


Hiatus hernia 


In many patie ate the investigations were 5 duplicate d. 


of the General Infirmary at Leeds and St. 
Hospital, Leeds, in the last year. 


James’s 


Procedure 


The modern régime for the treatment of hematemesis 
was followed, with early and liberal feeding as recom- 
mended by Meulengracht (1935) and modified in this 
country by Witts (1937), together with the generous use 
of blood by drip transfusion. A Ryle’s tube was passed 
shortly after admission and, where feasible, the position 
of the tip of the tube was assessed radiologically and 
adjusted to the angulus. X-ray control was impracticable 
in the acutely ill patients and this is a potential source of 
error in this study. 5-10 ml. of stomach contents was 
aspirated hourly by day and by night, and the pH of 
these unfiltered samples was estimated with a sealed 
glass electrode. The presence of recent or old blood- 
staining in the aspirated specimens was recorded on a 
chart devised for the purpose, on which measurements of 
pulse-rate and blood-pressure were also plotted, together 
with the amounts of transfused blood and episodes of 
further hemorrhage. In this way a continuous and 
sequential record of progress was readily available at the 
bedside, and proved of great value in the hour-to-hour 
management of each patient. No evidence was obtained 


to suggest that the presence of an indwelling tube 
stimulated recurrence of bleeding or favoured its con- 
tinuance or that the mortality-rate was adversely affected. 
The dangers of this procedure appear to be largely 
theoretical, and in our opinion anxiety on this score is 
The tube was left in situ for periods 


unwarranted. 
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averaging ‘between forty: eight and seventy-two nee, 
aspirations being continued for at least twelve hours 
after bleeding had ceased. The patients tolerated the 
procedure well, the small interference necessary to obtain 
the gastric samples neither disturbing sleep nor impairing 
appetite. 

Confinement of the patient to bed at strict rest was 
enforced for at least three weeks when barium examina- 
tion of the stomach and duodenum was undertaken. 
Some patients were gastroscoped in the first week where 
it was thought that this would prove helpful to diagnosis. 
In the remainder verification was obtained either at 
operation or at necropsy. 


Clinical Material 


Many workers have emphasised the difficulty of 
identifying the site of bleeding in hematemesis, since in 
the acute stages there is no certain method of diagnosis 
save operation, and the final conclusion must be reached 
in retrospect. Even at necropsy it may be impossible to 
decide the source of bleeding, particularly if multiple 
lesions exist. Only by the careful integration of early 
gastroscopy and comprehensive radiological control can 
results comparable to those achieved by Avery Jones 
(1952) be obtained, and we have adopted a method of 
classification similar to that used by him. 


Chronic Gastric Ulcer 

Of the 17 patients in this group the ulcer was shown at 
operation in 6, by radiological examination in 9, and at 
gastroscopy in 4, the investigations being duplicated in 
3 patients. All the ulcers were reckoned benign. Associ- 
ated lesions included 1 patient with hiatus hernia, 1 with 
pyloric stenosis, and 1 with duodenal ulcer. 


Chronic Duodenal Ulcer 

Of the 35 patients so classified the ulcer was demons- 
trated at operation in 6, radiologically in 32, and at 
necropsy in l. Associated lesions were pyloric stenosis in 
1 patient, hiatus hernia in 2, and carcinomatosis and 
cardiac infarction in the fatal case. 


Acute Ulcer 

The following criteria have determined this classifi- 
cation in 42 patients : 

Gastroscopic confirmation.—-Definite evidence of acute ulcer 
was obtained in 13 patients by gastroscopy done within a 
week of admission. 

Operative and necropsy verification.—Acute ulceration was 
confirmed at operation in 5 patients and at necropsy in I. 

Positive radiological evidence.—The presence of an ulcer 
crater without deformity of the duodenal cap enabled a con- 
fident radiological diagnosis of acute duodenal ulcer to be 
made in-2 patients. 

Negative radiological findings.—In 31 patients a negative 
barium-meal examination, done three weeks after hemorrhage 
had ceased, allowed the presumptive diagnosis of acute peptic 
ulcer. 

















TABLE II-——-AGE AND SEX DISTRIBUTION OF PATIENTS STUDIED 
| Age (yr.) 
Diagnosis Sex) anes | nets meal emia ie Total 
| \0- 20/21- 1-s0fs1- —40/41-50/51-60 61-70 70+| 
Chronica.v. ..(M|..|.. | 3 | 5 | 1 [ 2 | 1 | 22 
} 
| F ae | 2] 1 2] 5 
Chronic p.u. .. |M| 1 1 | 5 8 | 10 | ) 1 31 
| § a oe ae | a mee 
Acute ulcer ..|M} 1 4 | Sy | 3 6 1 2 | 25 
|F] 1 1 | 2 3 | 5 4 1 | 17 
Postoperative |M a es S. 4 ee 7 
bleeding } | | 
| | 
Hiatus hernia. | M - ay | 1 | 1 | 3 
|F| ; | | | Bm Gs i. 
Total.. .. | 3 6 | 19 | 26 | 27 | 15 | 9 |105 
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Postoperative Group 

Of the 7 patients in this group gastro-enterostomy had 
been performed for chronic duodenal ulcer in 4 and for 
gastric carcinoma in 1. 2 patients had previously been 
submitted to gastrectomy for duodenal ulceration. 
Operation showed chronic duodenal ulcer as the site of 
bleeding in 2 patients and anastomotic ulcer in 2. 
@sophageal Hiatus Hernia 

4 patients were shown to have hiatus hernia and 
reflux cesophagitis, hemorrhage presumably originating 
in that site. 

The diagnostic criteria are summarised in table 1. 

The age and sex distribution of the patients studied are 
summarised in table 11 and are similar to those of the 
largest reported series. The usual male preponderance 
was found in the chronic ulcer group, acute peptic ulcer 
being relatively more common in women (Avery Jones 
1952). 

The length of a history of preceding dyspepsia supported 
the eventual diagnosis (fig. 1) : 36 of the 52 patients with 
chronic ulcers had had dyspepsia for more than five 
years, and 13 between one and three years. Of the 42 
patients in the acute ulcer group 18 gave histories of less 
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Fig. |—Relation of length of history to type of ulcer finally diagnosed. 
Of 52 patients with chronic ulcer 36 patients had histories of dyspepsia 
exceeding 5 years and 13 of I-5 years; whereas of 42 patients with 
acute ulcer 18 had histories of less than a week, 4 of |-2 weeks, and 
8 of 2-4 weeks. 
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than a week, 4 between one or two weeks, and 8 between 
two and four weeks. 


Value of Gastric Aspiration in Management of 
Patient 
SIGNIFICANCE OF BLOODSTAINING 

The bedside observation of bloodstaining in the 
aspirated specimens was found of great value in the 
treatment of individual patients, because warning of 
further hemorrhage might thus be obtained before other 
clinical criteria indicated it; occasionally information 
about the site of the ulcer was provided. The finding of 
fresh blood in the hourly specimens is to be expected in 
the early stages after gastroduodenal hemorrhage, and 
the usual course of events (fig. 2) is for this staining to 
diminish in intensity and to appear older until the samples 
are finally returned clear. Bloodstaining was usual in 
patients with chronic gastric ulcer (14 of 17 cases), was 
less frequently observed in acute ulcer (23 of 42), and was 
least common in chronic duodenal ulcer (16 of 35). 

Evidence about the site of the ulcer was obtained in 7 
patients admitted with hematemesis. In these patients, 


though bleeding continued with the passage of frequent 
melzna stools, the gastric samples became rapidly clear, 
indicating that the site of hemorrhage lay distal to the 
stomach. All these patients, as anticipated, had duodenal 
lesions, and 3 required surgery for their eventual control. 
Fig. 3 illustrates the findings in 1 patient whose continued 
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Fig. 2—Results of hourly gastric aspiration in a patient with a gastric 
ulcer. After initial fresh bloodstaining, samples contain old blood and 
become finally clear, indicating cessation of bleeding. 


melna necessitated the transfusion of 10 pints of blood 
in the first two days ; ths gastric aspirations showed old 
blood by the third hour and later cleared completely. The 
association of clear specimens with evidence of continued 
bleedifg usually indicates that the source of bleeding is 
beyond the pylorus. 

The imminence of recurrent hemorrhage has been 
anticipated, often by many hours, by the reappearance 
of fresh blood in the aspirated specimens, before other 
criteria have indicated relapse. The patient whose chart 
is shown in fig. 4 was bleeding from a chronic gastric ulcer. 
After twice vomiting blood on the first day he appeared 
to improve with the transfusion of 3 pints of blood. 
Although there was no further evidence of hzmorrhage 
in the next three days, blood was consistently present in 
the aspirated specimens, antedating by many hours the 
hematemesis on the fifth day. Early recognition of 
recurrent hemorrhage was similarly forthcoming in 26 
patients, proving most useful in those with acute and 
chronic gastric ulcers and of least value in patients with 
duodenal lesions. 


SIGNIFICANCE OF INTRAGASTRIC pH 


The method of twenty-four-hour gastric analysis aims 
at studying changes in gastric acidity on a normal diet 
and has yielded interesting results in the study of peptic 
ulcer and achlorhydria (James and Pickering 1949, 
Watkinson 1951, Watkinson and James 1951). Though 
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Fig. 3—A patient with a bleeding duodenal ulcer studied by hourly gastric 
aspiration. Although bleeding was obviously continuing (judged 
by pulse-rate, melzna, and necessity for continued transfusion), 
gastric samples became rapidly clear, indicating that source of hemor- 
rhage was distal to stomach. 
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Fig. 4—Hourly gastric aspiration in a patient bleeding from a chronic gastric ulcer ; after 2 hematemeses 
g had ceased, but copious amounts of fresh blood 
were aspirated in the next 3 days and antedated by many hours the third hamatemesis on the fifth day. 
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normal people show considerable variability in nocturnal 
pH, acid values are rarely more alkaline than pH 4-5. 
In patients with duodenal ulceration a high night acidity 
is usual, whereas about half the patients with gastric 
ulcer show steep nocturnal falls in acidity approximating 
to alkaline levels. 

In this investigation the changes in gastric acidity 
were estimated immediately after gastroduodenal hemor- 
rhage in an attempt to obtain diagnostic information. 


Three types of abnormal secretion pattern were 
recognised : 
(1) Nocturnal neutralisation.In patients of this type 


nocturnal reductions in acidity approximating to alkaline 
levels were observed and pH values exceeding 5:5 were 
obtained. 2 examples are shown in fig. 5. 


(2) High nocturnal acidity.—In these patients the night 
acidity is abnormally high, lying between pH 1 and pH 2 
Fig. 6 illustrates 2 typical examples. 


(3) Achlorhydria.—The third type of abnormal pattern 
depends on the recognition of achlorhydria, where the pH of 
specimens is more alkaline than that of Tépfer’s reagent 
(pH 3-5) in most of the samples throughout the twenty-four 
hours ; 2 such examples are shown in fig. 7. The finding 
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Fig. 5—In 2 patients bleeding from chronic gastric ulcer, reductions 
in nocturnal acidity approximating to alkaline levels. 


lesions is shown in fig. 8. 
Of 31 patients showing a 
high night acidity, 27 
proved later to have chronic 
duodenal lesions; 14 of 18 
patients showing nocturnal neutralisation had chronic 
gastric ulcers ; and, perhaps most significant of all, the 
finding of achlorhydria distinguished the acute ulcers, 
because 32 of 36 patients showing this phenomenon were 
finally recognised as having bled from an acute ulcer. 
Of 4 patients with hiatal lesions 1 had high nocturnal 
acidity, 2 had achlorhydria, and 1 had normal night 
acidity. 

The finding of normal night acidity in 13 patients was 
of no diagnostic importance, being evenly distributed 
among the various types of ulcer, and the achlorhydria 
invariably found in the 7 patients of the postoperative 
group was clearly of no significance. The reliability of the 
secretion patterns in the remaining 85 patients is indicated 
in table 11, a correct diagnosis being achieved in 73 
(85-9%). Reliable diagnostic information was obtained 
in 14 of 18 patients showing nocturnal neutralisation 
(77-8%), in 27 of 31 showing high night acidity (87-:1%), 
and in 32 of 36 patients with achlorhydria (88-9%) ; 
statistical tests show these findings to be significant in 
all groups. 

The difference between the groups can also clearly be 
seen by calculating the mean pH values observed at 

















Att Bite d 6 RE A Boh be DDD A 
s o 2 6 $ 
Ss = 
2 PM. $ AN. § 


Fig. 6—High night acidity in two patients bleeding from chronic duodenal 
ulcers. 
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each hour in the patients studied. Hunt (1952) has 
described averages of pH values as ‘“‘ means of the 
negative logarithm of hydrogen-ion concentration which 
have no physiological or clinical meaning.’’ Whatever 
may be the mathematical limitations of these values, they 
serve as efficient units of comparison between the groups 
of patients studied. In fig. 9 the hourly mean pH values 
have been calculated, together with the standard error 
of the observations. Highest values were present in the 
patients with chronic duodenal ulcer and ranged between 
pH 2-33 (+ -219) and pH 3-29 (+ -421), with high 
nocturnal acidity ; at no time was a pH of 3-5 exceeded. 
In the patients-with chronic gastric ulcer alkaline values 
ranging between pH 3-94 (+ -482) and pH 5-14 (+ -517) 
were observed at night, coinciding with nocturnal 
neutralisation in most of these patients. In patients 
with acute ulcers mean pH values were significantly more 
alkaline than pH 5-5 at all hours, ranging between pH 
4-13 (+ -258) and pH 5-42 (+ -249). 

A further demonstration of group variations is afforded 
by the comparison of the number of hours when pH 
values more alkaline than pH 3-5 were recorded. Patients 
with chronic duodenal ulcers were achlorhydric for a 
mean of 6-26 hours (+ 1-121), with chronic gastric ulcers 
for a mean of 9-76 hours (+ 1-314), and with acute ulcers 
for a mean of 17-95 hours (+ 1-229). The application of 
Student’s ‘‘ t’’ test to these data shows highly significant 
differences between the patients with the acute and 
those with chronic duodenal ulcer (t = 3-526, n = 75, 
p = <0-001), and significant differences between the 
patients with acute and those with chronic gastric ulcer 
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Fig. 7—Low acidity persi ly more alkaline than pH 3-5, throughout 


24 hours in 2 patients bleeding from acute peptic ulcer. 


(t = 2-741, n = 57, p = <0-01). There is no significant 
difference between those with chronic duodenal ulcers 
and those with chronic gastric ulcers (( = 1-229, n = 50, 
p = <0°3). 

A second gastric analysis was made in 45 patients some 
weeks after hemorrhage had ceased. High night acidity 
persisted in 10 of 12 patients who had originally shown 
this type of secretion pattern. Nocturnal neutralisation 
was again demonstrated to be a phasic phenomenon 
(Watkinson 1951), disappearing in 5 of 7 patients in 
whom the analysis was repeated. Return of acid 
secretion occurred in 20 of 23 patients initially achlor- 
hydric at the time of hemorrhage. Fig. 10 demonstrates 
this change in 2 of these patients. 


Discussion 
The difficulty in correctly diagnosing the cause of the 
hemorrhage has been recognised in previous reports 
dealing with hematemesis, especially in the acute stages. 
We feel that hourly gastric aspiration facilitates diag- 
nosis. The inadequacy of present diagnostic methods 
assumes considerable importance when we attempt to 
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Fig. 8&—Relation of secretory patterns to ultimate diagnosis. Most of 
the gastric ulcers showed nocturnal neutralisation, whereas high 


acidity preponderated among patients with duodenal ulcer. A signifi- 
cant proportion of patients with acute ulcer had achlorhydria. 


assess the significance of an abnormally acid gastric 
secretion, and it must clearly bear on the validity of our 
conclusions in this report. Radiological and operative 
confirmation is forthcoming in patients with chronic 
gastric and duodenal ulcers but not in those with acute 
ulcers. Thus Needham and McConachie (1950) could give 
only an approximate estimate of the proportion of their 
hematemesis patients who had bled from acute peptic 
ulcer. A high standard of diagnosis has been achieved by 
Tanner (1950) and Avery Jones (1952), largely by early 
gastroscopy combined with surgery and radiography. 
Similar detailed investigation has been used in the 
present series, in which the distribution of the types of 
ulcer resembles that of the larger series reported by 
these workers. ° 

The mortality has been low, only 3 patients dying of 
the 105 treated (2-9%): 1 in the fourth postoperative 
week from pulmonary embolism ; 1 on the fifth day from 
coronary thrombosis, necropsy revealing, in addition, 
wide dissemination of carcinoma from a primary growth 
in the lung; while the death of 1, a man of 88, could 
fairly be attributed to hematemesis, though carcinoma- 
tosis and chronic lung disease were important contribu- 
ting causes. The mortality-rate was not bad compared 
with the larger series of Avery Jones (1952) and Tanner 
(1950), but the numbers are small. 

This procedure allows of the prompt recognition of 
recurrence or continuance of bleeding. When the 
physician is guided by his observations of the pulse-rate 
and blood-pressure, resuscitative measures are only too 
often applied tardily. We have made it a rule that the 
nurses inform the house-officer when the aspirated speci- 
mens reveal recurrence of bloodstaining, whatever the 


TABLE III—-RELATION OF SECRETION PATTERN TO FINAL 











DIAGNOSIS 
" | 8.E. of 
: No. with | No. with) p:, differ - 
Secretion pattern wo Me 3 | correct jincorrect —_ r-| ence of 
I diagnosis \diagnosis; “"°° |  pro- 
| portion 
Nocturnal neutra- | 18 14(77:8%) 4 0-556 | 0-143* 
lisation | 
High night acidity| 31 | 27(87-1%) 4 0-742 | 0-103 
| 
Achlorhydria .. 36 32(88-9%) 4 0-778 | 0-101* 
Total . 85 73(85-9%) 12 0-717 | 0-078* 








* Results significant. 
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been made, based on the finding of achlor- 
hydria. This happened in 5 patients in whom 
operation verified the diagnosis and to whom 
a total of 73 pints of blood had been transfused 
before operation was advised. Optimal con- 
ditions for successful surgery require an early 
decision in suitable patients, particularly those 


7 acknowledged subjects of chronie peptic 
4 ulceration where bleeding has recurred. We 

believe that this method can aid in their 
“‘ early selection. 
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Fig. 9—Mean hourly pH values with standard error. 


with chronic gastric ulcers. 
more alkaline than pH 3:5 at all hours. 


clinical state of the patient is judged to be; thus the 
necessary preparations for transfusion can be made and 
treatment planned in advance. In some patients the 
site of the hemorrhage can be deduced from the associa- 
tion of continuing melzena with clear aspirated specimens. 
The simple bedside observation of bloodstaining can 
provide reliable information both about recurrent bleeding 
and ulcer site, and with Kinsella (1950) we advocate its 
wider application. 

The changes observed in intragastric pH immediately 
after haemorrhage have been of diagnostic value in 73 
of the 85 patients in whom the secretion patterns were 
abnormal. The finding of high night acidity facilitated 
accurate diagnosis in 27 of the 35 patients with chronic 
duodenal ulcers, this secretion pattern being usual in 
ulcers of this type uncomplicated by hemorrhage. 
Nocturnal neutralisation was observed in 14 of 17 
patients with chronic gastric ulcers, a higher proportion 
than is commonly found with the uncomplicated lesion 
(Watkinson 1951), and again providing diagnostic infor- 
mation in a significant number. We have come to attach 
great importance to the presence of achlorhydria, because 
32 of the 36 patients with achlorhydria were finally 
classed as having an acute ulcer. These results enable a 
more confident assumption to be made of the cause of the 
bleeding than would otherwise have been possible, 
especially in hemorrhage from acute peptic ulcer, where 
the recognition of achlorhydria provides an indication 
for continued medical treatment, 

We have been fortunate in the surgical] assistance at 
our disposal, for of the 19 patients submitted to emergency 
gastrectomy only 1 died—in the fourth postoperative 
week from pulmonary embolism. Severe recurrent 
hemorrhage may demand operation even though a firm 
preoperative diagnosis of acute peptic ulceration has 


Note highest nocturnal 
acidity with chronic duodenal ulcers and contrast with low nocturnal acidity 
With acute ulcers mean pH values are significantly 


with blood appear of first importance, but 
the aspirated specimens were bloodstained 
as commonly with chronic as with acute 
ulcer. Further, wide fluctuations in intra- 
gastric pH were observed despite uniformly 
bloodstained specimens, as is shown in fig. 2, where the 
pH varied between pH 1-6 and pH 8-0, although all 
the specimens contained fresh blood. 

The introduction of blood into the normal stomach 
has various effects. The isolated instillation of a large 
quantity produces only a short-lived achlorhydria, but 
the repeated introduction of moderate amounts causes a 
more uniform depression of acid secretion approximating 
to achlorhydria. This observation suggests that the 
achlorhydria accompanying bleeding acute ulcer results 


TABLE Iv- 


RELATION OF ACHLORHYDRIA TO CLINICAL SEVERITY 





Acute ulcer 


Chronic ulcer g.E. of 
——_— —_— : liffer- 

3 i ] Difter-, ‘ 
Severit | } ; | r ance | ence of 
ae Achlor- Fo dl Achlor- | Be A | saad pro- 
hydric hydric hydric | hydric | portion 
iver ..| ££ | wi 12 3 | 0-733) 0-176* 
Moderate... | 1 20 13 2 | 0-719) 0-164* 

Mild x 16 7 = 

Total 2 50 32 10 0-796) 0-054* 


| 


* Results significant. 


from long-continued oozing of blood from the submucosal 
vessels, in contrast to the more dramatic but isolated 
event of arterial bleeding in chronic ulcer. 

The effect of shock with accompanying fluid depletion 
and hypotension cannot be held entirely responsible for 
the genesis of achlorhydria. A clinical assessment of 
severity on admission proved more satisfactory than a 
comparison of the amounts of blood transfused to each 
group, which, besides indicating the requirements of 
resuscitation necessary on admission, reflected 
also the number and _ severity of recurrent 
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hemorrhages. If the numbers of patients with 
achlorhydria and either acute or chronic ulcer are 
studied in relation to the clinical severity on 
admission (table rv), it will be seen that, at all 
degrees of severity, the proportion showing 
achlorhydria was far higher among patients 
with acute ulcer than among those with chronic 
ulcer this difference being significant. 

The influence of plasma-bicarbonate and 
blood-urea levels on gastric secretion has been 
investigated by Apperly (1936) and Conway 
(1952). These levels were estimated many times 
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Fig. 10—Return of acid secretion in 2 patients with acute ulcers initially achlorhydric 


at time of haemorrhage. 
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in the present series and appeared in no way 
related to the abnormal secretion patterns 
obtained. 

There remains the hypothesis that a basic 
difference in secretion, between patients with 
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acute and patients with chronic ulcer, is ultimately 
responsible for the changes observed. The difference 
in age and sex incidence between the groups is well 
known, and mucosal differences may well be present. 
Rodgers and Avery Jones (1938) have shown that 
acute . ulcers are often accompanied by atrophic 
gastric mucosa, observed at gastroscopy, and hypo- 
chlorhydria as judged from a Rehfuss test-meal given 
at an ynspecified time after hemorrhage. The findings 
of Vanzant et al. (1932), who demonstrated an increasing 
incidence of achlorhydria with advancing age, might 
suggest that age and sex are concerned in the production 
of achlorhydria. Of the 16 males with acute ulcer and 
achlorhydria 15 were aged less than 60, and 9 less than 
45. Of the 16 females with acute ulcer and achlorhydria 
10 were aged less than 60, and 6 iess than 45. These 
figures do not suggest that in these patients achlorhydria 
was related to age. 

Though the mechanism of the secretion variations 
remains unexplained, it is thought that gastric aspiration 
in the acute stages of gastroduodenal hemorrhage has 
proved a safe and informative procedure, and has aided 
materially in the management of the patients investigated. 


Conclusions 


Early hourly gastric aspiration in 105 patients with 
hematemesis yielded valuable information and proved 
harmless. 

The bedside observation of bjoodstaining in the 
aspirated specimens was useful because further hemor- 
rhage could be detected before other clinical criteria had 
indicated its presence; its absence sometimes aided 
localisation of the ulcer. 

A study of the acidity of aspirated specimens has shown 
that high nocturnal acidity is usual in bleeding chronic 
duodenal ulcer, that nocturnal neutralisation is commoner 
in bleeding than in uncomplicated gastric ulcer, and that 
achlorhydria is observed at the time of hemorrhage in 
acute peptic ulceration, the acid often returning after 
several days’ observation. 

Achlorhydria in the acute stages of gastro-intestinal 
hemorrhage is thought to be an added indication for 
continued medical treatment. 

Possible causes of the achlorhydria are discussed. 


Our thanks are due to Prof. S. J. Hartfall, Prof. R. E. 
Tunbridge, Dr. Maxwell Telling, and Dr. R. N. Tattersall for 
allowing us to study patients admitted under their care ; and 
to Mr. G. Armitage, Mr. M. C. Oldfield, Mr. A. J. C. Latchmore, 
Mr. H. 8S. Shucksmith, Mr. D. B. Feather, Mr. H. Moore, and 
Mr. A. V. Pollock, who operated on some of the patients 
studied. We should like to thank Mr. D. W. Coulson for 
technical help. Without the assistance of the nursing staff 
of the General Infirmary at Leeds and of St.-James’s Hospital, 
Leeds, the investigation would not have been possible. We 
are grateful to Professor Hartfall and Professor Tunbridge 
for their criticism, and to Dr. Maxwell Telling for his help in 
the preparation of this paper. 
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It is customary to advise mothers in the early days 
of the puerperium, and at other times if there is an 
insufficiency of milk, to drink a lot of fluid to increase 
the milk-supply. It seemed to one of us (R. §. I.) that 
it was unlikely, on physiological grounds, that mothers 
would produce more milk if they took more fluid than 
they felt the desire to take. It seemed likely that thirst, 


TABLE I-—-NUMBERS OF BABIES IN FORCED-FLUID AND 
ORDINARY-FLUID GROUPS IN DIFFERENT BIRTH-WEIGHT 
CLASSES 








Forced-fluid | Ordinary-fluid 
group | group 
Birth-weight class | 
(*/, 0z. units) 





Wards | Wards Wards | Wards 





|} 1 and 3} 2 and 4/ 1 and 3 | 2 and 4 

350 (5 Ib. 7'/, 0z.)-399 5 4 6 5 
400 (6 Ib. 4 02.)-449 8 12 8 13 
450 (7 Ib. */: 0z.)-499 22 16 22 23 
500 (7 Ib. 13 0z.)-549 ave 12 7 13 9 
550 (8 Ib. 9'/, 0z.)—599 Bee 6 ~ 4 1 
600 (9 lb. 6 0z.)-649 “a 1 2 1 
650 (10 Ib. 2'/, oz.) or more 1 _ 1 

Total a ew I 55 49 55 51 


i 





often experienced when the baby begins to suck, is 
nature’s method of supplying fluid needs in lactation, 
and that additional fluid is unnecessary. A controlled 
experiment wa8 therefore planned, on the same lines as 
a previous investigation (Illingworth and Stone 1952), 
to decide this question. 


Method of Study 


Maternity cases are nursed on two floors in the Jessop 
Hospital. Each floor is divided into two wards, each 
yard being under the charge of one sister. Two pedia- 
tricians, one on each floor, are responsible for the care 
of the babies, with one pediatric registrar or senior 
house-officer. It was felt that there might be unrecog- 
nised differences in the management of lactation in the 
various wards; so it was arranged that in one ward 
upstairs and one ward downstairs the mothers were 
asked to drink at least six pints of fluid a day, from 
the first day onwards, with instructions to continue 
doing so when they returned home. In the remaining 
two wards, one upstairs and one downstairs, no mention 


TABLE II-——-COMPARISON OF BIRTH WEIGHTS, FLUID TAKEN BY 
MOTHERS, PARITY, AND INCIDENCE OF BREAST-FEEDING IN 
TWO WARDS 








Ss. Percentage of 
Qe babies fully 
Fi = breast-fed 
EE On At age 
Oy, discharge tI 
month 
Forced-fluid group : | 
Wards 1 and 3 485 105-3 27-3 81-8 70-4 
Wards 2and4 ..| 480 | 110-0 20-4 83-7 73:3 
Ordinary-fluid group : 
Wards land3 ..| 482 66:8 | 29-1 87:3 81-0 
Wards2and4 ..| 465 71-6 19-6 70-0 
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TABLE IIJ—AMOUNT as OF FLUID TAKEN BY MOTHERS IN 
EACH OF FIRST 9 DAYS 








Ordinary at 

fluid group! 61- | 69-0} 67- ’ 67- 1 67: 8| 71- A 73- ) 73-3) 70-2 
Forced-fluid | | 

group . -| 85-0] 102: 8| 1085) 109- ( 110- 1) 113- : falas 115: 1| 110-0 











at all was made about fluid intake, even if there were 
an insufficiency of milk, the mothers being left to take 
what they desired. Only full-term babies were included 
in the study, but otherwise there was no selection of 
babies, all being included. When 50 complete records 
had been obtained in each pair of wards, the arrangement 
was to be changed over, so that the pair of wards in 
which fluids had been pushed now allowed the mothers 
to take only what they desired, and vice versa. 

The following records were kept: the weight of the 
baby at birth; the weight on the 3rd, 5th, 7th, and 
9th days and at the age of 1 month; the amount 
obtained by test feeds throughout the 8th day, added 


TABLE IV—GAIN IN WEIGHT ON 9TH DAY IN RELATION TO 
BIRTH WEIGHT 





Forced-fluid group | Ordinary-fluid group | 
. Cae See Peas Student's 
Birth- t test for 








weight ss Mean weight) ,; difference 
group is eae No. of | above or | two. | between 
babies |below birth | means 
weight (0z.) | weight (oz.) | 
A 0-07 | 22 +1 26 19 0-88 
B 1-06 5 Chl] 47 0-09 
—2-03 27 —0-90 26 1-00 








to that which was expressed after each feed ; the amount 
of fluid taken each day by the mother in the first 9 days ; 
and the incidence of full breast-feeding, complementary 
feeding, and artificial feeding in hospital and at the 
age of 1 month. 

In all, 106 mothers were left to drink only what they 
desired (the ‘‘ ordinary-fluid group ’’); and 104 mothers 
were asked to take at least six pints a day (the ‘‘ forced- 
fluid group ’’). 

For part of the study the babies were divided into 
three birth-weight groups, as follows : 

Group A, birth weight less than 6 lb. 131/, oz. 


TABLE V—AVERAGE GAIN IN WEIGHT OF BABIES BY 3RD, 5TH, 
7TH, AND 9TH DAYS 


Forced-fluid group Ordinary-fluid group 





ES EER NR RE SNPs Saale Tih cathid eed Student’s 
t test for 
Day |Mean weight |\Mean weight | difference 
| above or | No. of | above or No. of | between 
| below birth babies (below birth babies | means 
|W weight (oz. ) | weight (0z.) | } 
3 7-99 95 | 7:93 | 101 | 0-15 
5 6-18 95 5-49 | 101 | 1-27 
7 3:77 92 3-05 | 97 | 1-21 
9 | —1-11 


84 0-58 | 92 CO 0-78 








Group B, birth weight from 6 Ib. 131/, oz. to 7 Ib. 13 oz. 
inclusive. 
Group C, birth weight greater than 7 Ib. 13 oz. 


COMPARABILITY OF THE TWO GROUPS 


Birth weight.—The birth weights of the babies studied 
were shown to be comparable (tables 1 and 1) in the two 
groups of wards. 

Other Data.—Table m shows that the parity of the 
mothers, the incidence of breast-feeding, and the amount 
of fluid taken were comparable in the two groups of 
wards. Since there is no significant difference in these 
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data tiem the two wards, the results from the two wards 
can henceforward be combined. 


Results 


Amount of Fluid Taken.—The average amount of 
fluid taken by the 106 mothers in the ordinary-fluid 
group was 69-1 oz., and by the 104 mothers in the 
forced-fluid group 107-5 oz. Table 11 shows the average 
amount taken by the mothers in each of the first 9 days. 
We have no records of the amount of fluid taken by the 
mothers on return home. Any such figures would 
inevitably be inaccurate. 


TABLE VI—CORRELATION COEFFICIENTS BETWEEN AVERAGE 
DAILY AMOUNT OF FLUID TAKEN AND GAIN IN WEIGHT BY 
5TH AND 9TH DAYS 


Day 5 | Day 9 











| 
| ¢ ‘oefficient | | Number | Coefficient | Number 


Ordinary-fluid group .. | + 0-12 101 | +0-02 92 
Forced-fluid group ..| — 0-09 95 — 0-16 | 84 


| 











Gain in Weight.—Table 1v shows the gain in weight 
in the two groups in relation to the birth weight. There 
are no significant differences in any of the three birth- 
weight groups A, B, and C. When similar tables are 
calculated for the weight gains by other days, there is 
again no significant difference; nor is there any 
difference when all the babies are classed together, 
irrespective of their birth weight (table v). The fact 
that the number of babies studied on the 7th and 9th 
days is smaller than on the 3rd and 5th days is due to 
the necessity of excluding figures for gain in weight if 
a complementary feed was given. Complementary feeds 
were not given before the 6th day. 

Correlation Between Gain in Weight and Amount of 
Fluid Taken.—Table vi shows the correlation between 


TABLE VII—AVERAGE WEIGHTS OF BABIES AT AGE OF | MONTH 


Forced-fluid group | Ordinary-fluid group | giygent’s 





aon --——__——- pene nag anaieineniagp eames ; — for 
weight Mean wel difference 

ght Mean weight . 
group | at 1 month babies | at 1 month | ad emo ce 

| 02.) 0z.) . 

A |: 9008. = 29 1. oops le 0-27 

B 141-4 35 140-2 44 0-54 

o P56 | 48 158-8 19 | 0-62 





the gain in weight on the 5th and 9th days and the 
average daily amounts of fluid taken up to those days. 
There is apparently no linear relationship between the 
amount of fluid taken and the weight gain; and even 
when both groups are taken together no relationship of 
any kind exists. Table vu shows that there is no 
significant difference in the gain in weight of the babies 
in the two groups at the age of 1 month in relation to 
their birth weight. 

Test Feed (8th day).—Table vim shows the results of 
test feeds in the mothers in the two groups.- The only 
difference of significance is that in group C (the largest 
babies). More milk was produced by the mothers in the 
ordinary-fluid group than in the forced-fluid group. 


TABLE VIII—-TEST FEEDS FOR FORCED AND ORDINARY FEEDING 





Forced-fluid group | Ordinary-fluid group  Student’s 








Birth- ij... PRR eS DI Lae t test for 
weight | | j difference 
group Mean test | No. of | Mean test | No. of | between 
feed (oz.) babies feed (0z.) babies means 
A 15-28 25 | 14-97 |} 24 = 
B | 15-92 | 42 15-19 | 54 } 
Cc 15-29 37 18-26 | 28 2: 63° 








* Result significant at 5% level. 
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TABLE IX—-CORRELATION COEFFICIENTS BETWEEN AVERAGE 
DAILY AMOUNT OF FLUID TAKEN AND TEST FEED 





| 
| Correlation coefficient Number 


Ordinary-fluid group .. ze + 0-15 | 106 
Forced-fluid group ma é% — 0-20° | 104 








* Result significant at 5% level. 


Correlation between Amount of Fluid Taken and Test 
Feed.—Table 1x shows the correlation between the aver- 
age daily amount of fluid taken by the mothers and the 
result of the test feed on the 8th day. The correlation 
coefficient in the forced-fluid group is just significantly 
negative. This seems to suggest that there is a stage 
when too much fluid may have a detrimental effect on 
the supply of milk. Both groups were combined to test 
for a curvilinear regression of the test feed on the 
amount of fluid taken, but the result was not significant. 


Incidence of Full Breast-feeding on Discharge and 
at Age of 1 Month.—Table x shows that there is no 
significant difference in the two groups. 

Discussion 

This investigation showed that not only does the 

forcing of fluids have no beneficial effect in increasing 


TABLE X-—-NUMBERS AND PERCENTAGES OF BABIES FULLY 
BREAST-FED ON DISCHARGE, AND AT AGE OF 1 MONTH 





Fully breast-fed 





On discharge 


86/104 (82-7%) 
92/106 (86-8 %) 


At age of 1 month 


64/89 (71-9%) 
69/92 (75-0%) 





Forced-fluid group 
Ordinary-fiuid group 











milk production, but also that it may have a harmful effect 
and reduce it. We therefore feel that the widespread 
custom of trying to persuade mothers to drink large 
quantities of fluid during lactation should be abandoned. 

After completion of the investigation one of us (R. S. I.) 
searched 48 volumes of the Quarterly Cumulative Index 
Medicus for other work on this subject, and could only 
find a single investigation described in two papers by 
Olsen (1940, 1941), who pointed out that, if it were true 
that forced fluids increased milk production, one might 
also expect a corresponding increase of other body 
secretions, such as tears and saliva, when additional 
fluids are taken; this is not known to happen. He 
remarked that there is no evidence that cows produce 
more milk when given extra water to drink. Olsen 
made a careful study of 13 nursing mothers, giving them 
widely varying quantities of fluid, from 600 ml. to 
2775 ml. a day, and doing daily test feeds to determine 
whether there was any correlation between the amount 
of fluid taken and the amount of milk produced. The 
quantity of fluid was then changed several times in these 
mothers, so that those who had been given large amounts 
of fluid were given very small amounts, and vice versa. 
There was no correlation at all between the amount of 
fluid taken by the mothers and the amount of milk 
produced. Five mothers became very thirsty on restricted 
fluids, but there was no decrease in the quantity of milk 
produced, and in 1 there was an increase. Olsen con- 
cluded : ‘‘ Forced excessive drinking is therefore neither 
necessary nor, as a rule, beneficial as far as the nursing 
is concerned, and may even be harmful.’’ Our investiga- 
tion adds support to Olsen’s views. 

Morrison (1952) mentions two other papers on the 
subject. Macy et al. (1930) found no correlation between 
milk volume and fluid intake in 3 subjects. Lelong et al. 
(1949) found no significant difference in the milk produced 
by a woman in a 10-day period in which 1322 ml. water 
was given per day, and in an 11-day period in which the 
average water intake was 445 ml. There was no difference 
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in the percentage of fat, protein, or carbohydrate in the 
milk in the two periods. 


Summary 

A controlled investigation was made on the relation- 
ship of fluid intake to the amount of milk produced by 
210 mothers in a maternity unit. 

106 mothers were given no instruction about how 
much fluid they should take, being left to drink what 
they wanted. The average daily amount of fluid drunk 
by them was 69-1 oz. 

104 mothers were instructed to take at least 6 pints 
of fluid a day; the average daily quantity taken by 
them was 107-5 oz. 

The gain in weight of the babies, the result of test 
feeds, and the incidence of full breast-feeding were 
observed, the babies being divided into three birth-weight 
groups. 

There was no evidence that the forcing of fluids had 
any beneficial effect on lactation. On the contrary, 
there was evidence that more milk was produced by 
mothers who only drank enough to satisfy their needs. 

When the amount of fluid taken by all the mothers 
was correlated with the test feeds, there was a significant 
negative correlation coefficient in favour of letting the 
mothers satisfy their fluid needs without being asked to 
take more fluid. 

The practice of instructing lactating women to drink 
large quantities of fluid should be abandoned. They 
should merely take enough to satisfy their own desires. 

We wish to thank Miss M. J. W. Taylor, matron of the 
Jessop Hospital, and all the nurses and sisters who so willingly 
codperated in the investigation, which would have been 
impossible without their help. We also wish to thank Dr. T. 
Colver, pediatrician, some of whose patients were included 
iu the study. 
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R. J. RussE.u 
M.R.C.S. 
SENIOR ASSISTANT MEDICAL OFFICER 


L. G. M. Pace 
M.R.C.S. 
DEPUTY MEDICAL SUPERINTENDENT 


R. L. JILuetrr 
M.B. Lond. 
PSYCHIATRIC REGISTRAR 


THREE COUNTIES HOSPITAL, ARLESEY, BEDS 


In the five years since two of us described intensified 
electroconvulsant therapy (Page and Russell 1948) we 
have treated more than 3500 further cases involving 
more than 15,000 treatments. 

Many critics seem to have a wrong conception of the 
method, and believe that the patient receives ten 
separate treatments in one day. We therefore emphasise 
that the course normally consists of one treatment daily, 
and is not given twice a day except in the severest cases. 

The method originally consisted in giving an initial 
stimulus of 150V for one second. This stimulus was 
immediately followed by seven further stimuli of one 
second each at 150V at intervals of half a second. The 
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number of extra stimuli was increased by one at sub- 
sequent daily treatments, up to ten on the fourth day. 

More recently we have increased the number of extra 
stimuli, and aim to give sufficient in each case to maintain 
the tonic phase long enough to take the place of, and 
eliminate, the clonic phase of the fit. The number 
required varies with different patients, and is usually 
between eight and fifteen. The lower number is sufficient 
in an elderly patient, whereas a young schizophrenic may 
require fifteen or more. The elimination of the clonic 
phase may also be achieved with a continuous stimulus 
of from ten to fifteen seconds, but we have found that the 
interrupted stimuli are more effective clinically. 

Contrary to what one would expect, these extra stimuli 
do not increase the severity of the fit but render it smooth 
and shorter. 

The daily repetition of the treatment until the symp- 
toms have cleared is an essential part of the method. 

It has been stated by some critics of intensive electro- 
eonvulsant therapy, without any experience of the 
method, that it is dangerous and causes “‘ cerebral 
damage.’’ In our experience it is less dangerous than 
ordinary electroconvulsant therapy. The risk of frac- 
tures is much less, since the clonic phase is eliminated in 
most cases, and for this reason we only use “* muscle 
relaxants’? in those few cases where a known risk of 
fracture exists. We have seen no clinical evidence of 
‘ cerebral damage ’’ following the normal use of intensive 
electroconvulsant therapy. The degree of amnesia and 
confusion following treatment varies from case to case, 
but it is no greater than that following a comparable 
number of ordinary electroconvulsant treatments. 

The indefinable fear of electroconvulsant therapy 
which so many patients experience after the ordinary 
treatment is almost unknown after the intensive treat- 
ment. We believe this is because subconvulsive stimuli 
are impossible with intensive electroconvulsant therapy, 
and it is now rare for a patient to object to a further course 
of treatment when this is required. 


Treatment of Depressives 
The depressive case undoubtedly shows the best 
response to all forms of electroconvulsant therapy, and 
provides a suitable basis for comparison of methods. We 
are indebted to many other hospitals and psychiatrists 
who have given us data for this comparison. 
An important factor is the interval between treat- 


ments. Most users of ordinary electroconvulsant therapy 
TABLE 1 EFFECT OF INTERVAL BETWEEN TREATMENTS 
te Usual no. of 
elec RP goatee A of | ye ae 
therapy reatments per case 0 


depression 


Ordinary 


1 a week 10-15 
2 a week 7-10 

3 a week 6-8 

Daily 5-7 

Intensified Daily 3-4 


appear to favour intervals of two to seven days, and it is 
significant that the shorter interval gives improved 
results judged by the lower number of treatments 
required (table 1). 

The degree or depth of depression in each case deter- 
mines the number of treatments required. Whereas two 
intensive treatments are sufficient in a mild depressive, a 
severe agitated melancholic may require as many as six 
or seven daily treatments. It is in these severe cases that 
intensive electroconvulsant therapy shows to particular 
advantage, and we have seen many such cases that have 
failed to respond to ordinary electroconvulsant therapy 
which have successfully responded to intensive treatment. 

In our original series of cases the average number of 
treatments per case for all depressives was 3-2. This 
figure has now risen slightly to nearly 4 per case, because 
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TABLE II-——RESULTS OF DIFFERENT TREATMENTS IN PUERPERAL 
PSYCHOSIS 


erage 
No. No. Average No. re- ——! No. of ae 
Therapy of rs stay _in| main- | treat- | cases ail- 
casdalleatinn hospital) ing in | ments relaps- | ures 
(weeks) hospital per case) 18 

Other than 

electro- 

convulsant! 41 5 110 7 —- 3 36-6 °, 
Ordinary | 

electro- | 

convulsant 7 0 27 1 11 2 42-8 % 
Intensive 

electro- 

convulsant; 54 0 12 0 | 55 2 3-7 % 


we find that giving one extra treatment after the depres- 
sion has apparently cleared assists in preventing relapses. 

Skill and experience are required to judge when treat- 
ment should be stopped, and we find that, when in doubt, 
it is well to give one more treatment to prevent relapses. 

Each case should be judged individually, and no fixed 
number of treatments should ever be contemplated. 

We find that the predominantly exogenous and pre- 
dominantly endogenous types of depression respond 
equally well to intensive electroconvulsant therapy, but 
the exogenous type usually requires slightly more treat- 
ments per case. Similarly, the patient at the beginning 
of a depressive phase requires more treatments than one 
near the end of a depressive phase. Since a good response 
is almost a certainty with intensive electroconvulsant 
therapy there seems to be no justification for leaving a 
patient to suffer days of depression while waiting for the 
declining phase. 

We treat most of our mild and moderately severe 
depressives as outpatients ; and, since they require only 
three or four treatments, it is possible for them to return 
to work within a week or less of the start of treatment. 


Puerperal Psychosis 

A dramatic change has taken place in the prognosis of 
puerperal psychosis with the introduction of intensive 
electroconvulsant therapy. We have treated 54 such 
cases and have compared them with the records of 41 
similar cases before the days of electroconvulsant therapy 
and with 7 cases treated with ordinary electroconvulsant 
therapy (table 1). All these patients were admitted to 
hospital within three months of parturition. 

We do not consider that puerperal psychosis is a 
separate entity, but believe it is a mental breakdown due 
to antenatal and postnatal stresses in a psychotically 
predisposed person. 

Before the introduction of electroconvulsant therapy 
5 of 41 patients died and 7 are still in hospital as chronic 
psychotics after more than fourteen years. Of those 
discharged the average length of stay in hospital was 
more than two years. 

Only 7 patients were treated with ordinary electro- 
convulsant therapy before the development of intensive 
treatment in 1946. These 7 patients show some improve- 
ment over those not treated by electroconvulsant therapy, 
but 1 has remained in hospital as a chronic case, and the 
average stay in hospital was still twenty-seven weeks. 

With intensive electroconvulsant therapy there have 
been no deaths, and none of the patients remains in 
hospital. The average stay in hospital for the whole 54 
patients was twelve weeks, but 2 of them were in for just 
over a year. If these 2 cases are omitted, the average stay 
was seven weeks. 

Table 1 also shows the number of cases in each group 
that relapsed and were readmitted to hospital within two 
years of original discharge. The failures are expressed 
as a percentage of each group, and include relapses, 
deaths, and those remaining in hospital. The apparent 


high percentage of failures with ordinary electroconvul- 
sant therapy is undoubtedly due to the small number of 
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cases, and would probably have been about 25% with 
a larger number. 

The number of intensive treatments given varied 
between two and ten per case, with an average of 5-5 
compared with the 11 per case with ordinary electre- 
convulsant therapy. Treatment was begun within 
twenty-four hours of admission to hospital, and in 3 cases 
this first treatment was given within forty-eight hours of 
parturition. 

Sulphonamides or antibiotics were not used in any of 
the cases. 

The deaths before the use of electroconvulsant therapy 
appear to have resulted from exhaustion due to the 
patients’ overactivity and inability to take fluids and 
nourishment. These factors are readily overcome by 
intensive electroconvulsant therapy. 

We believe that early intensive treatment is important 
in these cases because the early removal of psychotic 
symptoms seems to prevent the development of chronic 
psychosis. 

Schizophrenia 

Insulin-coma therapy has been continuously practised 
at this hospital for eighteen years. Looking back over 
the many schizophrenics of all types that have been 
treated with insulin coma, one realises how disappoint- 
ingly ineffective this treatment has been when the cases 
are followed up for five or more years. Undoubtedly, 
good results are seen occasionally in carefully picked 
cases, but for the whole group the most one can expect 
is a remission of up to two years. These remissions may 
be repeated with further courses of insulin in some cases, 
but the ultimate prognosis is very poor. 

With this in mind we have, during the past five 
years, treated most of our schizophrenics with intensive 
electroconvulsant therapy. 

Daily treatments are started as soon as the patient is 
admitted, and we find that acute schizophrenic symptoms 
can be rapidly cleared with four to seven treatments in 
most cases. Where patients have lost weight the 
intensive electroconvulsant therapy is immediately 
followed with a course of modified insulin therapy to 
improve the physical condition. 

There appears to be no satisfactory way to present the 
results of treatment of schizophrenia statistically, but our 
impression after five years is that the results of combin- 
ation of intensive electroconvulsant therapy and modified 
insulin therapy are as good as, and possibly superior to, 
those obtained previously with insulin coma alone. 

Many of the mild schizophrenics without any physical 
deterioration have been treated as outpatients with 
intensive electroconvulsant therapy alone. This has 
enabled many to continue a useful economic life for 
several years, with maintenance treatments at intervals 
of six to twelve months when necessary. 

Chronic Psychosis 

We have used intensive electroconvulsant therapy 
extensively for chronic psychotics, and particularly good 
results have been obtained with the disturbed and 
excited types. We estimate that the destruction-rate of 
clothing, bedding, windows, &c., is now less than 20% 
of the rate before the introduction of electroconvulsant 
therapy. Similarly, the number of patients now able to 
attend hospital entertainments and recreations has 
greatly increased. 

The use of protection rooms and seclusion is now 
comparatively rare, and is limited to the short interval 
between the patients’ outburst and their receiving 
treatment. Tube-feeding and the use of special clothing 
have been eliminated, and the strain on a depleted nursing 
staff has been noticeably decreased. 


Ethics of Electroconvulsant Therapy 


To have electroconvulsant therapy is a major event in 
a patient’s life, and it is too easy for the operator to regard 
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it as a routine affair. We think it very important that 
no patient should ever see or hear other patients under- 
going treatment. We deplore the use of the term 
‘*shock treatment,’? and always describe it simply as 
*‘ electrical treatment ’’ to patients and their relations. 

Patients are very ready to spread alarming tales of the 
treatment among each other. Hence we always prefer 
to begin the treatment of new cases within twenty-four 
hours of admission to hospital. Since the physical 
contra-indications for electroconvulsant therapy are now 
so few, it is seldom that this routine cannot be adhered to. 


Cerebral Stimulation 

During the last year cerebral stimulation has been used 
as a ‘* counter-stimulus ’’ immediately following intensive 
electroconvulsant therapy in 43 cases of depression. 

This stimulus is applied in the same way as electro- 
convulsant therapy and consists of a unidirectional 
interrupted direct current at 50 cycles per second. With 
a strength of 5-7 mA applied for two to three minutes 
the effect is to reduce considerably postoperative amnesia 
and confusion. It also appears to have a calming 
influence on the patient and thereby reduces anxiety and 
tension. 

There seems to be a tendency for ‘‘ counter-stimulus ” 
to reduce the effectiveness of electroconvulsant therapy 
slightly, and we find that it is often necessary to give one 
more electroconvulsant treatment than would have been 
expected if ‘‘ counter-stimulus’’ had not been used. 
Counter-stimulus is most useful in depressed patients of 
high intellect who are anxious to return to work as soon 
as treatment is completed. 

Counter-stimulus is definitely contra-indicated in 
schizophrenia and hysteria, because the symptoms do not 
clear when it is used. This suggests that the development 
of some amnesia is an important factor in the clearance 
of symptoms in cases other than depressives. 


Conclusion 

Intensive electroconvulsant therapy is not a new 
treatment but a technique of applying electroconvulsant 
therapy in those cases where it is indicated. We believe 
its greater effectiveness over ordinary electroconvulsant 
therapy is due to the fact that larger stimuli are given in 
a shorter time. 

Many of those who have not seen the technique believe 
it to be a drastic form of treatment, but this fallacy is 
dispelled when the method has been observed. It seems 
that, apart from those visitors'to whom we have demons- 
trated the technique, few have attempted it. 

Patients appreciate intensive electroconvulsant therapy 
because it offers better results in a shorter time and has 
largely overcome the fear reaction to electroconvulsant 
therapy. Electroconvulsant therapy should never be 
applied indiscriminately, but properly applied it is 
probably the greatest advance so far made in psychiatry. 


Summary 

Intensive electroconvulsant therapy, with recent 
developments, is described. 

The effect of varying the frequency of treatments is 
discussed. 

The comparative results in the treatment of puerperal 
psychosis with intensive, with ordinary, and without 
electroconvulsant therapy are given. 

The use of intensive electroconvulsant therapy in 
schizophrenia and in chronic psychosis is discussed. 

The use of ‘ counter-stimulus ”’ after electroconvulsant 
therapy is described. 

‘Ectron’ apparatus, which we believe to be the only type 
suitable for intensive electroconvulsant therapy, was used 
throughout our work, and we are indebted to Ectron Ltd., of 
Baldock, Herts, for the loan of a cerebral stimulator. 
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We have previously shown that antibiotics are useful 
in the control of the acute phase of amebic colitis 
(Armstrong et al. 1949, 1950, Elsdon-Dew et al. 1952). 
Though there is little doubt that this action has in the 
main been through the associated bacterial flora, there 
was some suggestion that some antibiotics might have 
a slight ameebicidal action. 

The isolation of fumagillin by Hanson and Eble (1949) 
quickly led to a study by McCowen et al. (1951) of its 
properties, including a lethal effect on Entameba histo- 
lytica in vitro, with no apparent effect on the bacterial 
flora, and with a corresponding curative effect on experi- 
mental amoebiasis in animals. These results were con- 
firmed by Hrenoff and Nakamura (1951) using cultures 
in association with Trypanosoma cruzi. 

The application of fumagillin to human cases soon 
followed. 

Killough et al. (1952), using up to 50 mg. daily in 22 cases, 
in which 12 patients had no symptoms, 9 had mild gastro- 
intestinal disturbance, and | had severe amecebic dysentery, 
reported parasitic clearance in all but the severe case, in 
which apparently a liver abscess developed 

Anderson et al. (1952) treated 20 chronically infected cases 
of amecebiasis with fumagillin, using a total divided dose of 
up to 100 mg. in twelve days, and reported relapse in 6 out 
of 10 cases on a smaller dosage and in | out of 10 on a larger 
dosage. They did not any or symptoms 
of intolerance. 

Steigmann et al. (1952) treated two different series of cases 
with fumagillin. In the first series, of 11 chronic and 4 acute 
cases, 4 patients given 200 mg. daily were cleared of amoebze 
but developed untoward symptoms, such as_ exfoliative 
dermatitis and psychosis; and 11 patients given 100 mg. 
daily had moderate nausea with occasional vomiting, 3 of 
them developing a macular rash on the face and extremities. 
All 15 were parasite-free at the end of therapy, but 5 relapsed 
within three months. In the second series, of 25 cases, of 5 
“carriers ’’ given 150 mg. daily for ten days 2 were parasite- 
free at the end of three months; of 10 “ carriers’”’ given 
100 mg. for ten days 7 were negative after three months ; 
and in 10 active cases of amcebiasis treated with 120 mg. 
daily for ten days there were 4 failures. 


observe signs 


Present Series 


Our unit has been active in the assessment of drugs 
in the treatment of amoebiasis. A plethora of cases of 
acute ameebic colitis allows us to select patients for 
trial therapy on a strict and uniform basis, details of 
which have been reported elsewhere (Elsdon-Dew et al. 
1952). Assessment at the twentieth day is made on the 
following basis : 

Success.—Symptom-free ; 
amoebee found in stools. 


all ulcers healed; and no 


COMPARISON OF RESULTS OBTAINED WITH DIFFERENT DRUGS 
IN AMCEBIASIS 


| 


Removed 


; | Total 
NO. lenncece | Probable Absolute! from | ‘ 
Treatment of wily failure | failure | treat- iy cng 
cases| ‘ (%) | (36) ment | aature 
(%) | ( o) 
—_ - . | . 
Emetine - 0) 50-0 22-0 28-0 om 28-0 
Aureomycin 52 92-3 3°38 1-9 1-9 3:8 
Penicillin and 
succinyl sul- 
phathiazole 50 92-0 2-0 4-0 2-0 6-0 
Fumagillin 
40 meg. me 7 100-0 100-0 
Fumagillin | | 
200 mg. 48 62-4 6-3 42 | 27-1 31:3 
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Possible Failure.—Usually symptom-free; one or more 
ulcers still open, but amcebz not found in stools or in scrapings. 

Absolute Failure.—Open ulcers still present and amcebee 
still demonstrable. 

Removed from Treatment.—Patients showing severe clinical 
deterioration were placed on therapy known to be effective. 
Where this deterioration took place before the fifth day, 
such cases were not included in the series, but after the 
fifth day such cases are shown as “‘ removed from treatment.” 


Dosage and Toxicity 

Two series of cases have been treated, one of 7 cases 
on fumagillin 20 mg. twice daily for ten days, and one 
of 48 cases on fumagillin 50 mg. four times a day for 
10 days. 

Systematic laboratory examinations to assess possible 
toxicity were not made, but the patients complained of 
no untoward symptoms except an irritative fine des- 
quamating rash on the face. This happened only on the 
larger dosage of 200 mg. a day. 

Of 49 patients who received fumagillin 200 mg. a day 
14 developed facial dermatitis, which appeared between 

EMETINE 
= 
AUREOMYCIN 
= 
PENICILLIN AND SUCCINYL SULPHATHIAZOLE 
a 


FUMAGILLIN 40 mg. 














| 











FUMAGILLIN 200 mg. 


[ es 
C12 ee 


SUCCESS PROBABLE ABSOLUTE REMOVED FROM 
FAILURE FAILURE TREATMENT 


Comparison of results obtained with different drugs in amoebiasis. 








the sixth and tenth days. For this no treatment was 
given other than calamine lotion, and the fumagillin 
therapy was continued. The dermatitis subsided spon- 
taneously within five days after the end of fumagillin 
therapy. 

Results 

In the accompanying table and figure the results are 
summarised and compared with those obtained with 
emetine, with aureomycin, and with penicillin and 
succinyl sulphathiazole. 

Of the patients treated with fumagillin 40 mg. daily, 
3 were removed from treatment because of clinical 
deterioration before completing the course. The remain- 
ing 4 patients all showed ulceration and parasites after 
completing treatment with fumagillin. Assay, by the 
manufacturers, of the activity of the fumagillin remaining 
after this series had been treated, showed a 28% loss. 

Of the patients treated with the larger dosage, 3 were 
removed from treatment on the fifth, sixth, and seventh 
days owing to clinical deterioration before completing 
their course, and because it was felt unjustifiable to 
withhold known effective treatment. 

At ten days from the start of treatment 28 cases were 
classified as successes and 10 as probable failures. The 
remaining 7 were absolute failures with open ulcers and 
free forms of E. histolytica and were removed from 
this series. 

Before final assessment at twenty-seven days from the 
start of treatment 2 further cases became absolute 
failures and were consequently given other treatment. 
2 cases persisted as probable failures with open ulcers 
and no parasites demonstrable. As both patients com- 
plained of diarrhea with blood and mucus they were 
treated with emetine, ‘ Diodoquin,’ and phthalylsulpha- 
thiazole, with relief of symptoms. One patient complained 
of severe diarrhea with much blood and mucus at 
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twenty days from the start of treatment ; although no 
ulcers or parasités were seen, the symptoms demanded 
other treatment, and the case was consequently removed 
from this series. 

Of the remaining 33 patients 31 had no symptoms, 
ulcers,-or parasites at twenty-seven days from the start 
of treatment and were discharged from hospital. 2 were 
symptom-free, and no ulceration was seen on sigmoid- 
oscopy, but cysts of H. histolytica were found in their 
stools. No other treatment was given, but unfortunately 
these patients have not returned for follow-up. The 
African is reluctant to return to hospital unless he feels 
ill. Consequently our follow-up has been very inadequate. 


Conclusions and Summary 

Fumagillin 40 mg. daily was ineffective in controlling 
acute ameebic dysentery. 

Fumagillin 200 mg. daily for ten days produced 
results comparable to those obtained with emetine gr.1 
daily for ten days but inferior to those obtained with 
aureomycin 2 g. daily for fifteen days. 

The only toxic action observed was a mild facial 
dermatitis which only occurred with the larger dosage. 

These results apply only to acute ulcerative ameebiasis 
in the African male. 

Our thanks are due to the Council for Scientific and Indus- 
trial Research and the Natal Provincial Administration for 
their continued support, and to the Upjohn Company, of 
Kalamazoo, for supplies of fumagillin and for their ready 
coéperation in the assay of the remaining material. 

REFERENCES 
Anderson, H. H., Contopoulos, A. N., Anderson, J. van D. (1952) 
J. Egypt. med, Ass. 35, 225. 
Armstrong, T. G., Wilmot, A. J., Elsdon-Dew, R. (1949) T'rans. R. 
Soc. trop. Med. Hyg. 42, 597. 

— — — (1950) Lancet, ii, 10. 

Elsdon-Dew, R., Armstrong, T. G., Wilmot, A. J. (1952) Ibid, ii, 104. 
‘ 


Hanson, F. R., Eble, T. E. (1949) J. Bact. 58, 527. 
Hrenoff, A. K., Nakamura, M. (1951) Proc. Soc. exp. Biol., N.Y. 





77, 162. 

Killough, J. H., Magill, G. B., Smith, R. C. (1952) Science, 115, 71. 

ees M. C., Callender, M. E., Lawlis, J. F. jun. (1951) Jbid, 
113, 202. 

Steigmann, F., Shales, W. H., Felsenfeld, O., Mintzer, S8., Goldberg, 
B., Ferreira, 8. (1952) J. Lab. clin. Med. 40, 949. 


ACUTE SALT DEPLETION ASSOCIATED 


WITH THE NEPHROTIC SYNDROME 


DEVELOPING DURING TREATMENT WITH A 
MERCURIAL DIURETIC 


J. R. K. PREEDY 
M.A., M.B. Camb., M.R.C.P. 
FREEDOM RESEARCH FELLOW 


Dorotuy 8S. RussELL 
M.A. Oxfd, M.D. Lond., Sc.D. Camb., F.R.C.P. 
DIRECTOR, BERNHARD BARON INSTITUTE OF PATHOLOGY 


LONDON HOSPITAL 


ALTHOUGH many toxic actions of mercurial diuretics 
are well known, those affecting the kidney have been 
only rarely described. Of these descriptions most relate 
to slight and transient ‘‘ toxic ’’ manifestations, such as 
the finding of casts, leucocytes, or erythrocytes in the 
urine, and mild albuminuria (deGraff and Nadler 1942), 
and it is not always clear to what extent these findings 
are due to the underlying disease. However, two cases 
with severe renal tubular involvement have been noted 
by Waife and Pratt (1946) and Bruno (1948). It was 
considered of interest to report the present case, firstly 
because of the severe renal tubular damage found post 
mortem, for which there is substantial evidence incrimi- 
nating the mercurial diuretic ‘ Neptal,’ and secondly 
because the patient presented with a severe sodium and 
chloride depletion similar to that found in a crisis of 
Addison’s disease, associated with the clinical and 
biochemical picture of the nephrotic syndrome. 
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Case-report 

A woman, aged 54, had been admitted seventeen months 
previously to the London Hospital with an anterolateral 
cardiac infarct, thought to be extensive on electrocardio- 
graphic evidence. This was associated with some degree of 
left ventricular failure, shown by orthopnceea, and medium 
crepitations at both lung bases. On treatment with the 
mercurial diuretic neptal 2 ml. intramuscularly twice a week 
for the first week, and thereafter once a week, symptoms 
disappeared in a few days. The blood-pressure varied between 
110/75 and 140/100 mm. Hg. The urine on admission con- 
tained a haze of protein. This disappeared on the third day, 
and frequent subsequent analyses revealed no abnormality. 
Fifteen months previously the treatment with neptal was 
discontinued, and the patient was seen regularly thereafter 
in the outpatient department. After a month attacks of 
paroxysmal nocturnal dyspnoea occurred. These improved 
after treatment with neptal 2 ml. intramuscularly once a week, 
but did not disappear until the same injection was given twice 
weekly. The patient remained symptom-free on this treat- 
ment, leading a normal life for her age. Occasional examina- 
tion of the urine during this period revealed no proteinuria. 
There was no dietary restriction of salt, the daily intake being 
estimated at about 5 g. In all, 130 injections of neptal 2 ml. 
were given in sixty-eight weeks. A week previously the 
patient had noticed progressive swelling of ankles and face, 
particularly of eyelids, and felt very weak. This was followed 
two days later by vomiting two or three times a day, accom- 
panied by some anorexia. During this week two injections of 
neptal were given by the patient’s family doctor, with good 
diuresis after the first but not after the second injection. The 
second injection was given forty-eight hours before admission 
to hospital. No further relevant information was obtained 
from the previous, family, or social history. 

On examination the patient was obviously ill but codpera 
tive, with her mental state clear and no dyspnoea at rest. 
She had a pale face and cyanosis of her lips, and of her hands 
and feet which were cold and clammy. There was considerable 
cedema of legs, sacrum, face, and arms. The blood-pressure 
was not recordable. The pulse was regular but scarcely 
palpable, pulse-rate 92 per min. The jugular venous pressure 
was not visibly raised. The apex beat was at the fifth left 
intercostal space in the anterior axillary line (as on the previous 
admission) ; the heart sounds were distant, and no thrills or 
murmurs were detected. No abnormality was detected in the 
respiratory system, abdomen, or central nervous system, 

Investigations.—Electrocardiography showed evidence of old 
cardiac infarct. Radiography of the chest showed an opacity 
at the left base, suggesting a small pleural effusion. The urine 
contained much protein; when it had been boiled at pH 4 
and had stood for an hour, nine-tenths of its original volume 
was occupied by precipitated protein. Microscopy of the 
deposit showed a few red cells, leucocytes, and granular casts. 
On culture the urine was sterile. It contained urea 21 g. 
per litre, chloride 43 m.eq. per litre, sp. gr. 1-025. The plasma- 
chloride level was 86-5 m.eq. per litre, plasma-sodium level 
108 m.eq. per litre, plasma-potassium 4-71 m.eq. per litre, 
blood-urea level 75 mg. per 100 ml., total plasma-protein 
level 4:1 g. per 100 ml., plasma-albumin level 1-6 g. per 100 
ml., plasma-globulin level 2-5 g. per 100 ml., blood-cholesterol 
level 570 mg. per 100 ml., and hematocrit 54% 

Treatment and progress.—A daily total of 2/, litres of 
sodium-chloride solution (155 m.eq. of sodium chloride per 
litre) was given by mouth for two days, in addition to a semi- 
solid diet and adequate amounts of water. This the patient 
took well, with no further vomiting. Her blood-pressure 
became recordable at 90/60 mm. Hg on the second day. In 
spite of this her condition had clearly deteriorated and the 
cedema had much increased. On the third day the plasma- 
chloride level was 79 m.eq. per litre, plasma-sodium level 
120 m.eq. per litre, plasma-potassium level 4:37 m.eq. per litre, 
and hematocrit 57%. Urinary chloride in a random specimen 
was 10-5 m.eq. of sodium chloride per litre. An intravenous 
drip of sodium-chloride solution (155 m,eq. of sodium chloride 
per litre) was set up, and 10 ml. of adrenal cortical extract 
(‘Eucortone’) was given intravenously every four hours. 
There was no obvious improvement after twelve hours. 750 
ml. of 6% dextran solution was then administered slowly by 
intravenous infusion. The patient’s condition rapidly 
improved ; her limb extremities became warm and pink for 
the first trme, and her blood-pressure rose to 130/90 mm. Hg. 
But the peripheral cedema had again increased. Four hours 
later pulmonary cedema supervened, and death took place 
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two days later. No further blood for analysis could be 
obtained, owing to the edema. The twenty-four-hour urine 
volumes for each day except the last three were about 1200 
ml. In the last three days the volumes diminished, the lowest 
being 360 ml. on the last day of life. The specific gravities 
varied between 1-005 and 1-025. Each specimen contained 
much protein. 

Ne Cropsy 

Necropsy was done three days after death, the body being 
kept in the cold chamber. The principal findings were 
confluent purulent bronchopneumonia, severe degeneration of 
the kidneys, and an old infarct of the myocardium. Cidema 
of the feet, legs, and lumbar pad was noted. 

Heart.—The lower four-fifths of the anterior wall of the left 
ventricle and adjacent interventricular septum were replaced 
by fibrosis, the adjacent pericardial sac being obliterated by 
fibrous adhesions. The lumen of the lower half of the anterior 
descending branch of the left coronary artery was occupied 
by organised thrombus. There was severe general atheroma 
of the aorta and its branches. 

Kidneys.—Combined weight 319 g. The subcapsular surfaces 
were smooth, the cortex swollen and greyish yellow, with 
congested straight interlobular there was slight 
blurring of the junction between cortex and medulla, the latter 
showing a few yellow streaks in the apices of the pyramids. 
Small groups of petechial hemorrhages mottled the pelvic 
mucosa. The rest of the urinary tract appeared normal. 

Endocrine glands.—A\l appeared normal apart from post- 
mortem degeneration, with central softening, in the supra- 
renal bodies (combined weight 16-8 g.). Microscopically there 
was abundant sudanophil lipoid in much of the suprarenal 
cortex, especially its deeper layers ; the degeneration present 
appeared attributable to post-mortem changes. The pituitary 
was microscopically normal. 

Spleen.—There was diffuse congestion attributable, micro- 
scopically, to acute inflammation of the pulp. 

Liver.—Parenchymatous degeneration and, microscopically, 
slight periportal fatty change ; no congestion. 


vessels ; 


Microscopic Examination of Kidneys 

The cortex was unevenly congested, some glomeruli being 
engorged and others bloodless. In a good many of the 
glomeruli the capsular epithelium had undergone severe 
degeneration, with desquamation of the cells and the formation 
of collections of eosinophil flocculent debris in the capsular 
space. In other respects the glomeruli appeared normal. 

Severe degenerative changes were found in the tubules, 
especially the convoluted segments. The epithelium of the 
first convoluted tubules and of the descending thick part of 
the loops of Henle was pale, swollen, and finely vacuolated ; 
in a few tubules the degeneration had proceeded to necrosis. 
Stages of karyolysis and pyknosis were obvious. The lumina 
were reduced and often contained eosinophil debris. In frozen 
sections part of this vacuolation was accounted for by 
sudanophil doubly refractive droplets, presumably cholesterol 
esters, which were conspicuous in the basal part of these cells. 
Since stains for glycogen were negative, the remainder of the 
vacuolation was attributed to hydropic degeneration. 

In the distal segments there was considerable desquamation 
of the epithelium, suggesting post-mortem degeneration. But 
in places it was clear that ante-mortem degeneration had led 
to loss of the cells, since there was clear evidence of epithelial 
regeneration. Thus, in these tubules, desquamation was 
accompanied by a flattened lining of basophilic cells in which 
the nuclei were unevenly distributed. Bulky hyaline and 
granular casts occupied many of the lumina both here and in 
the collecting tubules; in a few.of the second convoluted 
tubules there were collections of polymorphs. A few leucocytes 
were also found in the thin loops of Henle ; nuclear pyknosis 
and karyorrhexis affected the epithelium also at this level. 

The interstitial tissue was edematous. A few groups of 
lymphocytes lay beneath the kidney capsule and near large 
veins in the upper medulla. Elsewhere an occasional poly- 
morph was found. Apart from hypertrophy and fibrosis of 
the intima of the arcuate and interlobular arteries there were 
no vascular changes. 

Discussion 

The clinical features of this case up to a week before 
the patient’s second admission are not remarkable. A 
cardiac infarct sustained seventeen months previously 
Was associated at the time with some degree of left 
ventricular failure. This subsided with rest in bed and 
neptal injections. The injections were subsequently 
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discontinued. Three months later, attacks of paroxysmal 
nocturnal dyspnoea supervened. The attacks were well 
controlled with further injections of neptal twice weekly. 
The patient remained symptom-free on these injections 
for fourteen months. No other treatment was given. 
There was no restriction of salt in the diet. 

However, the clinical features dating from the week 
before her second admission are unusual. They can 
clearly be divided into two well-recognised syndromes : 
(1) the syndrome of acute sodium and chloride depletion 
similar to that seen in the crisis of Addison’s disease, with 
weakness, vomiting, thready pulse, low blood-pressure, 
cold extremities, raised hematocrit, raised blood-urea 
level, and. lowered plasma-sodium and plasma-chloride 
levels, but with a moderate concentration of chloride in 
the urine; and (2) the nephrotic syndrome commonly 
associated with type-11 nephritis (Ellis 1942), charac- 
terised by cedema of the legs, arms, and face, profuse 
proteinuria, lowered plasma-protein level, the albumin 
fraction being particularly affected, and a raised blood- 
cholesterol level. 

A sodium and chloride depletion of the magnitude here 
observed could only have been caused by a loss of Na 
and Cl ions from the body. Possible routes in this 
patient would be via the vomit and the urine. However, 
the vomiting was not profuse, and the plasma-electrolyte 
levels did not suggest an electrolyte depletion due to 
vomiting, the Cl ion being less depleted than the Na ion. 
No obvious cause of vomiting as a primary symptom was 
found either clinically or post mortem. It is much more 
likely that the vomiting was the result of a sodium and 
chloride depletion rather than the cause. It will be noted 
that other symptoms preceded the vomiting by two days. 

It is therefore likely that sodium and chloride were 
lost by urinary excretion, and this is strongly supported 
by the finding of 43 m.eq. per litre of chloride in the 
urine on admission forty-eight hours after the last neptal 
injection. Possible causes of urinary loss of sodium and 
chloride are (1) Addison’s disease, (2) the diuretic phase 
of acute tubular necrosis (Bull et al. 1950), (3) “ salt- 
losing nephritis ’’ (Thorn et al. 1944, Joiner and Thorne 
1952), and (4) the action of the mercurial diuretic. 
Addison’s disease can be immediately excluded by the 
normal plasma-potassium level, the failure to respond 
to adrenal cortical extract, and the normal adrenal glands 
at necropsy. The diuretic phase of acute tubular necrosis 
can similarly be excluded. There was no previous anuria 
and no recognisable cause for anuria. There was no 
subsequent polyuria (the urine-urea level was 21 g. per 
litre on admission), and the electrolyte depletion affected 
mainly the Na and Cl ions, whereas in acute tubular 
necrosis K is usually also involved. Previously reported 
causes of ‘‘ salt-losing nephritis ’’ can be excluded by the 
necropsy findings. 

There remains the action of the mercurial diuretic. 
It is well recognised that a sodium depletion can follow 
the use of mercurial diuretics (Schroeder 1949, Soloff 
and Zatuchni 1949); but it only seems to do so when 
the diuretics are given in conjunction with a low-sodium 
diet (Schroeder 1949), with ion-exchange resins, or when 
the diuretics are given daily, especially in elderly persons 
(Jaffe et al. 1950). In the present case the diet was 
normal, salt was not restricted, no ion-exchange resins 
were given, and the diuretic was not administered more 
often than twice weekly. The sodium and chloride 
depletion here observed was far more severe than in most 
of the cases previously reported, and was associated with 
the nephrotic syndrome, which complicated none of those 
cases. It therefore appears unlikely that the condition 
here observed is directly comparable with these simple 
low-sodium states. 

In view of the presence of the nephrotic syndrome, the 
possibility must be considered that type-l1 nephritis 
might be a contributory factor. The onset of this disease 
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is not, however, associated with a sodium and chloride 
depletion of any magnitude. 

These clinical features suggest that they may be 
associated with a diffuse renal lesion, of which the main 
incidence is in the tubules, and for which the mercurial 
diuretic might be responsible. A predominantly tubular 
lesion could account for the renal loss of sodium and 
chloride, from failure of adequate tubular reabsorption 
of these ions. The development of the nephrotic syn- 
drome is more difficult to explain. Tubular necrosis due 
to poisoning with inorganic mercurial salts does not 
usually produce this picture (Fishberg 1939, Volhard 
1931). However, the occurrence of this syndrome due 
to the action of an organic mercurial diuretic is not 
excluded and must be regarded as a possibility. 

Some support for this view comes from previous 
accounts of severe tubular damage attributable to 
mercurial diuretics, where profuse proteinuria and 
cedema have been a feature clinically. Two such accounts 
have been published by Bruno (1948) and Waife and 
Pratt (1946). 

The case described by Bruno was one of heart-failure with 
mitral stenosis. The patient developed nausea, vomiting, and 
cedema, together with proteinuria and chloride depletion while 
under treatment with a mercurial diuretic. These findings 
were attributed to ‘‘ toxic nephritis’? due to the diuretic. 
However, the patient was a known diabetic, and considerable 
intereapillary glomerulo-sclerosis was found at necropsy. It 
is therefore doubtful to what extent the clinical features can 
be attributed to the diuretic 

Waife and Pratt (1946) described a case of heart-failure with 
mitral stenosis in which the patient was treated with 28 
injections of ‘ Mercurophylline ’ in eight months. The patient 
suddenly developed cedema of the face and arms, profuse 
proteinuria, and a raised blood-urea level. The extremities 
became cold and the blood-pressure unrecordable. Unfortu- 
nately, no plasma-electrolyte levels were reported, but the 
findings of cold extremities, low blood-pressure, and raised 
blood-urea level suggest sodium and chloride depletion. These 
workers diagnosed toxic nephrosis due to the mercurial 
diuretic, and their case appears very similar to ours. 

The pathological evidence can now be considered. The 
long interval between death and necropsy was responsible 
for the considerable amount of post-mortem degeneration 
seen on microscopy of the kidneys. This makes it 
difficult to assess accurately the degree of ante-mortem 

, tubular degeneration. However, after due allowance has 
been made for this factor, it is clear that there must have 
been severe degeneration and even necrosis of the tubule 
epithelium, since evidence of regeneration was found 
in the second convoluted tubules. Analysis, in fact, 
suggests that this part of the nephron was the most 
severely affected, and this is supported by the focal 
polymorph infiltration of the lumina in these segments. 

But the proximal convoluted tubules were also involved, 

as was shown by the sudanophil lipoid in their cells. It 
is difficult to tell whether the other changes in the 
proximal convoluted tubules developed before or after 
death. 

Already published reports of cases in which renal 
lesions are attributed to the use of mercurial diuretics in 
heart-failure agree in describing severe degeneration of 
the tubule epithelium, sometimes advancing to necrosis 
(Rosenthal 1933, Waife and Pratt 1946), with evidence 
of regeneration (Sprunt 1930, Waife and Pratt 1946). 
Calcification is sometimes mentioned as an important 
feature (Tarr and Jacobson 1932), but we have observed 
conspicuous calcification in the kidneys of young people 
with rheumatic carditis and heart-failure who had never 
had mercurial diuretics. The production of tubular 
degeneration by mercurial diuretics in advanced heart- 
failure is extremely difficult to prove, owing to the well- 
known incidence of degeneration in untreated cases. But 
when the degeneration amounts to necrosis, with clear 








evidence of regeneration, and where there is evidence of 
mercurial intoxication from the examination of other 
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tissues (Sprunt 1930, Rosenthal 1933, Waife and Pratt 
1946), the likelihood that the lesion is due to the mercurial 
diuretic appears undeniable. The problem in our case 
is easier because there was no evidence of congestive 
heart-failure either clinically or post mortem. 

Further evidence that the mercury ion in both inorganic 
and organic combination may cause anatomical lesions 
in the renal tubular epithelium is obtained from previous 
reports. Page and Wilson (1940) have reported the 
cases of two patients who died on the seventeenth and 
eighteenth days after the use of a bladder wash of 
mercury oxycyanide. Microscopically, the kidneys in 
these two cases were similar, except for extensive 
calcification in one. The glomeruli were normal, but 
there was severe degeneration of the epithelium through- 
out the tubules, with active regeneration. 

To elucidate certain observed features of human 
intoxication with organic mercury methyl compounds 
arising from their preparation as insecticides, Hunter 
et al. (1940) treated rats and a monkey with these 
substances. Microscopy of the rats’ kidneys revealed 
normal glomeruli but severe dropsical and _ hyaline- 
droplet degeneration of the epithelium of the convoluted 
tubules, amounting in places to necrosis. The lumina 
were often blocked by cellular debris. There was some 
evidence of epithelial regeneration. Re-examination of 
the monkey’s kidney establishes that the glomeruli were 
normal, Albuminous and dropsical degeneration was 
conspicuous in the proximal tubules. The distal tubules 
were more severely affected, with shedding of the 
epithelium, and regeneration. 

The only finding in the present case that at all suggests 
type-11 nephritis is the presence of doubly refractive 
sudanophil lipoid in the proximal convoluted tubules. 
Probably this was related to the raised blood-cholesterol 
level. It was not, however, a prominent histological 
feature, and in all other respects the picture differed from 
any known form of Bright’s disease. However, glomeru- 
lar changes in early type-1 nephritis (nephritis mitis, 
lipoid nephrosis) are slight, and a pre-existing type-t 
nephritis, with tubular necrosis superimposed, cannot 
confidently be excluded by microscopy. 

Although it appears unlikely that the sodium and 
chloride depletion observed in the present case would be 
responsible for the tubular necrosis, the possibility needs 
consideration. Some evidence on this point can be 
obtained from an examination of the kidneys in Addison’s 
disease. 

Although, experimentally, severe damage can be 
inflicted on the renal epithelium of rats by total adrenalec - 
tomy (Simpson and Korenchevsky 1935), there are no 
characteristic findings in the kidneys in human examples 
of Addison’s disease (Allen 1952). Ten cases have been 
reviewed by us including some that had received adequate 
hormonal treatment and some untreated cases that came 
to necropsy in the early decades of this century. The 
kidneys in these showed various degrees of parenchyma- 
tous degeneration, occasionally fatty, involving the 
tubules diffusely and without special selection of the 
distal segments. Casts were rare and, when present, 
consisted of a few hyaline deposits in the collecting 

tubules. In one example alone (an untreated case) Was 
there evidence of regeneration in the distal convoluted 
tubules. There was no interstitial reaction in the cortex. 
It is clear then, that in man, severe sodium depletion 
san exist without the tubular changes observed in the 
present case, at least in Addison’s disease. 





The evidence, both clinical and pathological, therefore 
supports the view that the tubular necrosis and severe 
salt depletion in the present case was due to the mercurial 
diuretic neptal. In accounting for the nephrotic syn 
drome the recent onset of type-11 nephritis cannot be 
confidently excluded. There is, however, no positive 
evidence of this condition, either clinical or histological. 
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The low plasma-protein level and the high blood- 
cholesterol level, together with the histological finding 
of lipoid in the tubular epithelium, does, however, 
suggest that the condition may have antedated the 
appearance of the cedema, which was present for only a 
week before admission. 

The coexistence of severe sodium and chloride depletion 
and the nephrotic syndrome is of particular interest. 
Although severe sodium and chloride depletion from renal 
loss of these electrolytes also occurs in acute tubular 
necrosis and in “‘ salt-losing nephritis,’’ in neither of these 
conditions is the depletion associated with the nephrotic 
syndrome. Nor, in the development of the nephrotic 
syndrome, as in type-II nephritis, is the rapid accumu- 
lation of odema usually associated with severe ,salt 
depletion. 

Summary 

A case is reported in which acute sodium and chloride 
depletion, associated with the nephrotic syndrome, 
developed during therapy with the mercurial diuretic 
neptal for heart-failure. 

\ severe renal tubular lesion 
histologically. 

Evidence is presented which suggests that the mercurial 
diuretic may have been responsible. 

We are indebted to Dr. A, E. Clark-Kennedy for permission 
to publish this case, and to Prof. Clifford Wilson for valuable 
help and advice. 


was demonstrated 
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SPUTUM DISPOSAL IN THE HOME 


F. J. Baker 
F.I.M.L.T., F.R.M.S. 
From the Bacteriology Department, Brompton Hospital, London 


*Milsol’ (Milton) is a hypochlorite solution containing 
caustic soda, A.H. Walters (personal communication) has 
shown that sputum is dissolved in 15-30 seconds when 
added to this solution. This quality suggested that milsol 
might provide a suitable means of disposal of sputum, 
especially for patients in their own homes. The value 
of such a process would be greatly enhanced if the sputum 
was sterilised at the same time. 


Experimental Observations 

Two experiments were performed, their object being 
(1) to measure the time required by milsol to kill Myco- 
bacterium tuberculosis, and (2) to ascertain whethe: the 
bactericidal effect of the antiseptic was reduced by 
prolonged contact with the sputum. In these experiments 
it was assumed that failure to obtain growth of 
M. tuberculosis after 10 weeks indicated a bactericidal 
action. 
Experiment I 

Method.—Sputum known to contain large numbers 
of tubercle bacilli was collected from seven patients. 
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All the specimens were mixed together. Of this mixture 
5 ml. volumes were added to each of 44 sterile 1-oz. 
screw-capped bottles. Of these bottles 4 were used as 
controls ; they were liquefied with trisodium phosphate 
and inoculated on Léwenstein-Jensen medium, two slopes 
of this medium being inoculated from each bottle. To 
each of the remaining 40 bottles 20 ml. of milsol was 
added rapidly, and the bottles were then shaken gently 
to dissolve the sputum. The 40 bottles were divided into 
5 groups: 

Group A, representing a “milsol contact time” of 15 
minutes, were centrifuged for 15 minutes at 3000 r.p.m. The 
supernatant fluid was discarded, and the small deposit was 
resuspended in 25 ml. of sterile glass-distilled water. After 
shaking, the contents were neutralised with 8% hydrochloric 
acid, using bromthymol-blue as indicator. The bottles were 
again centrifuged at 3000 r.p.m. After the supernatant fluid 
had been discarded, a few drops of tryptone water were added 
to each deposit, from which two Léwenstein-Jensen slopes 
were inoculated. The slopes were incubated at 37°C for 10 
weeks, and cultures were examined each week for evidence of 
growth. 

Group B, fifteen minutes after homogenisation, was treated 
in the same way as group A. This group represented a “ milsol 
contact time” of about 30 minutes. 

Group C represented a ‘“ milsol contact time ” of 60 minutes. 

Group D represented a “ milsol contact time ”’ of 90 minutes. 

Group E represented a “ milsol contact time’’ of 120 minutes. 


A surface scum formed in all the bottles of groups c, 
p, and Eg. Each scum was removed and mixed with 
25 ml. of sterile glass-distilled water. After centrifugation 
at 3000 r.p.m. for 15 minutes each deposit was resus- 
pended in 25 ml. of sterile glass-distilled water. Centri- 
fugation was repeated, and after the addition of a few 
drops of tryptone water films of the deposit were made 
for microscopical examination. The remainder of the 
deposit was cultured on two Lowenstein-Jensen slopes. 

Results.—The following results were obtained : 
Controls 

Smears.—Acid-fast bacilli were present in smears from all 

specimens, 

Cultures.—All the cultures were positive for M. tuberculosis 

after 4 weeks’ incubation. 
Sputa mixed with milsol 
Smears.—None were made from groups A and B. Acid-fast 
bacilli were present in all the smears from groups C, D, 
and E. 
Cultures.—All the cultures were negative for M. tuberculosis 
after 10 weeks. 
Experiment II 

Method.—150 ml. of milsol was placed in each of six 
1-Ib. jam-jars, and 10-15 ml. of sputum known to contain 
large numbers of tubercle bacilli was added. More 
sputum was added after 1, 2, and 4 hours. The jars were 
shaken after each addition. 30 minutes after the last 
addition of sputum (4!/, hours after commencement) 
5 ml. of scum was removed and cultured as described in 
experiment I. 2 hours later (6'/, hours after commence- 
ment) another 10-15 ml. of sputum was added. The jars 
were then left overnight. Next morning (23 hours after 
commencement) more sputum was added to the jars, and 
30 minutes later 15 ml. of scum was removed from each, 
treated as described above, and cultured. This procedure 
was repeated 2 hours later. Finally, all the jars were 
emptied, and swabs for culture were taken from their 
rims. Control smears and cultures were also made from 
four samples of the original sputum. 

Results —The following results were obtained : 
Controls 

Smears.—Acid-fast bacilli were present in smears from all 

the specimens. 

Cultures.—All cultures were positive for M. tuberculosis 

after 4 weeks’ incubation. 


Sputum mixed with milsol 
Smears.—Acid-fast bacilli were present in all the smears. 
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Cultures.—All the cultures were negative for M. tuberculosis 
after 10 weeks’ incubation. 
Swabs from rims 
Cultures.—All the cultures were negative for M. tuberculosis 
after 10 weeks’ incubation. 


Conclusions 


Milsol was found rapidly lethal for WM. tuberculosis, and 
prolonged contact with sputum did not significantly 
reduce its bactericidal properties for this organism. 

Milsol quickly dissolves sputum, and these qualities 
suggest a simple technique for the disposal of sputum in 
the home. Using two receptacles, a routine may easily 
be devised which ensures bactericidal action by milsol. 
The adoption of this technique should satisfy both 
zsthetic and bacteriological requirements. 


DISPOSAL OF TUBERCULOUS SPUTUM IN 
THE HOME: A NEW METHOD 


PETER STRADLING 
M.D. Lond., M.R.C.P. 
CONSULTANT CHEST PHYSICIAN, HAMMERSMITH CHEST CLINIC 
AND HAMMERSMITH HOSPITAL ; LECTURER IN TUBERCLl LOSIS, 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 


THERE are at present three main methods of disposing 
of the sputum of tuberculous patients: (1) the use of a 
mug which contains a disinfectant (e.g., ‘ Lysol’) and must 
be cleaned and sterilised daily ; (2) the use of paper 
handkerchiefs which can be thrust into a paper bag by 
the bedside ; and (3) the use of small disposable cartons 
by patients with more copious sputum or by any patient 
from whom a specimen is needed. The infected handker- 
chiefs and cartons are easily destroyed by incineration. 
This is the cleaner and probably «safer method ; but 
sputum mugs are still used freely. In the home, when 
no special facilities for cleaning, sterilisation, or inciner- 
ation are available, all these methods become most 
unsatisfactory. 

The Milton-Deosan Research Laboratory have pro- 
duced an antiseptic (‘ Milsol’) which can be of con- 
siderable value in the disposal of sputum in the home. 
The basis of the fluid is a modified hypochlorite solution. 
Two fundamental claims are made for it: the sputum is 
homogenised, with the result that the bacilli are freed 
into the fluid and no tenacious particles remain; and 
the bactericidal action is of a high order even for tubercle 
bacilli. 





Two jam-jars containing equal quantities of sputum added fifteen 
minutes previously to (a) milsol and (b) | : 20 carbolic acid. 
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Personal communication with Dr. R. W. Riddell, of 
the bacteriological department of Brompton Hospital, 
satisfied me that, wnder laboratory conditions, the 
bactericidal and homogenising actions of milsol were 
highly effective. Formed tenacious sputum was changed 
in the receptacle into a relatively clear, homogeneous, 
and sterile fluid easy to dispose of (see figure). Although 
milsol was satisfactory in the laboratory, it seemed 
essential that a field trial should be undertaken in the 
patients’ own homes under ordinary conditions. Such 
a trial is reported here. 
Method 


All patients using milsol were issued with the maker’s 
instructions as follows : 

“Place 1-3 oz. of milsol in the sputum container (a 1 Ib. 
jam jar is very suitable) according to the amount of sputum 
normally produced. The fluid in the jar will be quite clear 
at disposal time if the amount of milsol has been adequate. 
Add more as necessary. 

“After each expectoration rotate the container so that the 
milsol washes the sides, keeping them clean and free from 
sputum particles. At the end of 24 hours, and before disposal, 
leave the container one hour after the last sputum has been 
added. 

** Rotate the container and empty the contents down the 
lavatory. Wash it thoroughly in two pints of water to which 
half a teaspoon of milscl has been added (use a plastic spoon). 
Add further milsol and return to use.” 

Further explanation was given to the patients by the 
health visitors as necessary. 


Trial 

Altogether 41 separate investigations were undertaken 
on 25 patients producing adequate quantities of sputum. 
These patients were provided with milsol, instructed 
in its use, and asked not to empty the sputum pot but 
to keep a 24-hour specimen for collection by the héalth 
visitor. In addition they provided one specimen of 
untreated sputum (for control) expectorated at some 
time during the same 24 hours as the rest of the sputum 

yas deposited in the milso] fluid. 

There was an interval of 1 or 2 hours between collection 
of the specimens and investigation in the laboratory, 
which was done as follows : 

(1) Control sputum.—Each specimen was treated with 4% 
sodium hydroxide and centrifuged, and the deposit was 
washed with distilled water. 1 loopful of the deposit was 
added to a Léwenstein-Jensen slope. 

(2) Milsol—20 ml. of the fluid was centrifuged, and a 
loopful of the deposit was added to a Léwenstein-Jensen 
slope. 

(3) Jars.—The inner surface of the top of each jar was 
swabbed out with a throat swab. The swab was treated with 
4% sulphuric acid, neutralised, and rubbed on the surface of 
a Léwenstein-Jensen slope. 


All the cultures were incubated for 8 weeks, and the 
results were read in terms of the degree of growth 
(maximal, +++). 

Results 

Of the 41 control samples of sputum in the trial 11 
yielded no organisms. By providing 1-3 positive sputum 
samples each, 18 patients yielded the 30 positive results 
(16 ++ +, 10 ++, 3 +, and 1 with only two colonies). 

All the cultures taken from the inside of the 30 jars 
provided by the sputum-positive cases proved negative, 
as also did 28 of the 30 milsol fluids investigated. There 
remained 2 milsol samples from which positive cultures 
were Obtained (from a +-+-+ sputum and a ++ 
sputum). Both these cultures, however, provided very 
scanty growth, only one colony being present on one 
slope and six on the other. Thus only seven colonies 
of tubercle bacilli were cultivated from a bulk of milsol 
fluid which contained 30 24-hour specimens of positive 
sputum, 26 of which had yielded heavy growth when 
cultured directly. 
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Discussion 

Non-homogenising disinfectants are bacteriologically 
unsatisfactory in sputum mugs because unchanged 
sputum particles can contain living bacilli even though 
they have been in contact with the disinfecting agent 
for many hours. Adequate cleaning and sterilisation 
of the sputum mug thus entail daily treatment with soda 
and subsequent boiling. The results reported for the 
above described simple method, however, appear 
excellent, particularly when it is realised that, in the 
case of the 2 milsol positives obtained, the patients 
involved had very copious sputum and had not added 
additional milsol to ensure a clear residual fluid. There 
is little doubt in my mind that these fluids also would 
have been negative, had the patients followed the 
instructions more carefully. In view of this finding I 
will in future recommend patients to add at least 4 oz. 
of milsol to a 1-lb. jam jar (a third of its capacity) to 
ensure adequate homogenisation and sterilisation of the 
sputum. 

Apart from the good bacteriological results obtained, 
milsol also proved satisfactory esthetically. Most 
patients, as well as those relations who were acting as 
nurses in the home, were enthusiastic about this method 
of disposing of the sputum; the repulsive duty of 
disposal and cleansing of receptacles had been superseded 
by a simple, rapid, and safe process. 

Some patients objected to the smell, and one found 
that his asthma was aggravated when he leant over the 
pot to expectorate. In addition there is the danger of 
bleaching carpets and bed-clothes if the milsol is spilt. 
[t should be remembered also that only glass or inert 
plastic containers can be used, because of milsol’s 
corrosive action. <A 1-lb. jam jar is satisfactory and 
easily replaceable at no cost in any home. 

There is no doubt whatsoever that milsol represents 
& great advance on the non-homogenising antiseptic 
fluids commonly used in sputum containers and at the 
same time is no more poisonous. It could with advantage 
take the place of these not only in the home but also 
in hospitals using a sputum-mug method of disposal, 
since there would be less risk of infecting the nurses. 
Milsol also appears to have advantages, particularly at 
home, over paper handkerchiefs which are expensive, 
inadequate when there is copious sputum, and need a 
fire during the summer. 


Summary 

A new antiseptic fluid, * Milsol,’ has been subjected to a 
small clinical field trial in the homes of tuberculous 
patients. 

Milso] proved bacteriologically satisfactory and homo- 
genised sputum, facilitating the cleansing of sputum 
receptacles. 

It was acclaimed by those involved as a simple and 
wsthetically acceptable procedure. 

This trial has thus shown that milsol has great 
advantages over other known methods for disposing of 
tuberculous sputum in the home. 


My thanks are due to Dr. D. A. Mitcheson and his laboratory 
staff for the bacteriological work involved ; Milton Antiseptic 
Ltd., who introduced this method and supplied the milsol ; 
and my health visitors for their wholehearted codéperation in 
the distribution and collection of specimens. 





.. The demand for sedatives and drugs is a reflection 
on our present civilisation. It has been suggested that the 
broken home, the gangster film, the present insecurity, and the 
lack of religious and spiritual comfort account for our increase 
in crime. They also account for our craving for medical 
panaceas for our spiritual discomforts. We would cut the 
drug bill if we could substitute the priest for phenobarbitone, 
spiritual values for vitamins, and hobbies for hormones.” 

-“* Consultant Physician,” Manchester Guardian, Nov. 23, 
1953 ; p. 
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MERCURIAL POISONING IN EARLY 
CHILDHOOD 


H. G. Farquyar 
B.M. Oxfd, M.R.C.P., D.C.H. 


ASSISTANT PHYSICIAN, 


ROYAL LIVERPOOL CHILDREN’S HOSPITAL 

THE following two cases are published as a further 
warning against giving mercurial teething-powders to 
infants. 

Case-records 

Case 1.—A boy, aged 5 months, attended hospital with 
pink disease. He had received two teething-powders each 
week for the previous month, each powder containing 52 mg. 
of calomel. Recovery took place slowly but was complete 
in two months. 

A year later, at the age of 16 months he began to cut more 
teeth, and his mother gave him a further teething-powder. 
Three weeks later this was repeated. According to his 
parents these were all the mercurial powders he had had : 
a friend of the family suspected that others had been given, 
but this was never proved. Two days after the administration 
of the last powder the boy’s abdomen began to swell and his 
urinary output to fall, and he was brought to hospital again. 

Examination revealed a fretful grossly oedematous child 
with ascites. The blood-pressure was 120/75 mm. Hg, 
and the urine contained large quantities of albumin but no 
casts, red blood-cells, or other formed elements. The blood- 
urea was 30 mg., the total plasma-proteins 4:5 g., the plasma- 
albumin 1-2 g., and the plasma-globulin 3-3 g. per 100 ml. 

Course. sample of urine taken two days after admission 
contained 90 wg. of mercury in 100 ml. Twenty-three days 
later, when the boy was receiving no mercurials, it still 
contained 15 ug. in 100 ml. The former quantity indicates 
severe mercurial poisoning. The child went steadily downhill 
and died seven weeks after admission. During this time the 
urine remained loaded with albumin but without any gross 
hematuria. The plagsma-albumin level remained constantly 
below normal and below that of the globulin, and the blood- 
urea remained within normal limits until eighteen days before 
death, when it rose to 80 mg. per 100 ml. The clinical 
picture was that of a nephrosis. 

Necropsy showed gross cedema of all tissues, with free 
fluid in the serous cavities. The kidneys were enlarged, 
weighing 220 g., the glomeruli were excessively cellular, and 
rare crescent formation had taken place. The proximal 
tubules were normal, and the distal convoluted tubules and 
the collecting tubules showed some regeneration and peri 
tubular fibrosis. The blood-vessels were normal. The 
final pathological diagnosis was glomerulotubular nephritis 
of some weeks’ standing with no evidence of mercurial 
poisoning. 

Chemical analysis of the organs gave the following results : 


> 


Organ Weight eramined Mercurial content 
(g.) (ug.) 
Kidneys af 220 _ 220 
Liver os bye 285 280 
Intestines 120 10 
Stomach » 70 30 
Heart én as 55 20 

Femur 4 75 Trace only 


The estimated total amount of mercury in the body at 
death seven weeks after the cessation of all mercurial 
administration was 5 mg., equivalent to gr. 4/;,) of mercurous 
chloride. 

Case 2.—A boy, aged 6 months, was referred to hospital 
because of occasional vomiting for fourteen days and almost 
complete refusal of food for four days. He had received one- 
quarter of the same mercurial teething-powders as case | 
(i.e., about 13 mg.) every night for the previous three months. 
He had been vaguely off colour for the same time. 

Examination showed him to be underweight for his age- 
10 lb. 6 oz. He was remarkable for his extreme misery and 
perpetual restlessness. He continually pulled and scratched 
his skin, and he caused sores on his heels by rubbing his feet 
together and against the bed-clothes. His eyes were kept 


half-closed, as if the light were painful to them, and whenever 
possible he rolled into the prone position and buried his 
head in his pillow, the only position in which he could sleep. 
His skin was clammy and cold and his extremities were 
cyanosed but not pink. 
cardia was absent. 


Hypotonia was marked, but tachy- 
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A clinical diagnosis of pink disease was made and a specimen 
of urine was sent for mercurial analysis, before treatment 
started. Unfortunately on the sixth night in hospital he 
suddenly collapsed and died. During his short stay in hos- 
pital his urine contained only a trace of albumin, without 
any excess of cells or casts. The blood-cells were. normal. 
The ufine contained 404 ug. of mercury per 100 ml. 

Necropsy, delayed for twenty-four hours, revealed no gross 
disease in any organ, and microscopy of the kidneys showed 
no definite changes that could not be attributed to post- 
mortem changes. 

Chemical analysis of the liver showed 3300 ug. of mercury 
by Laug and Nelson’s method or 5900 ug. by Simonsen’s 
method in 145 g. of tissue. The kidneys contained 18,500 ug. 
of mercury by Laug and Nelson’s method or 17,500 ug. 
by Simonsen’s method in 45 g. of tissue. 


Discussion 

The evidence that the administration of mereury to 
children may be incriminated in a number of pathological 
conditions is increasing. Warkany and Hubbard (1948) 
discovered abnormal quantities of mercury in the urine 
of 38 of 41 children with pink disease. Since this 
reaction was not shown by all the children exposed to the 
metal, those workers suggested that pink disease may be 
a hypersensitivity reaction to mercury. The evidence 
for this explanation and a very full examination of the 
whole subject is contained in a later report (Warkany 
and Hubbard 1951). The association of pink disease 
and mercurial poisoning has been confirmed by Bivings 
and Lewis (1948), Carithers (1949), and Holzel and 
James (1952). The last named, working in this country, 
found abnormal quantities of mercury in the urine of 
61 of 94 cases of pink disease. 

That severe renal disease can be caused in children 
by chronic mercurial poisoning from calomel in teething- 
powders has been demonstrated in 5 cases in this country, 
one of them fatal (Wilson et al. 1952). Unfortunately 
no necropsy was allowed. 

So likely is calomel to cause disease that Continental 
workers write of ‘‘ calomel disease’? and describe the 
toxic and allergic effects due to it (Fanconi et al. 1947). 

Holzel and James found that of a series of infants 
attending Manchester and Salford infant clinics some 
7% had received mercurial teething-powders; and 
of 203 consecutive children under the age of 3 years 
attending the casualty department of the Royal Liver- 
pool Children’s Hospital 130 had received teething- 
powders, of which 94% contained calomel. 51% of the 
Liverpool children receiving powders containing calomel 
had had these one or more times each week during the 
period of administration. 

So far as case 1 is concerned, the evidence that the 
pink disease was due to mercurial sensitivity is purely 
circumstantial. That mercury had been given is 
admitted, but there is no evidence that abnormal amounts 
of mercury were present in the body or excreted in the 
urine when the baby had pink disease. That severe 
mercurial poisoning had taken place during the later 
illness is evident from the amounts of mercury found 
in the urine and in the organs post mortem. The clinical 
picture was one of nephrosis, but the histological picture 

ras that of glomerulonephritis. Was this an ordinary 
allergic glomerulonephritis following a previous infection 
and possibly aggravated by the mercury, or was it an 
allergic reaction to the mercury itself? Though the 
latter possibility may be remote, it seems unwise to 
exclude it, particularly as other allergic reactions to 
mercury are known. It may be relevant that glomerular 
function in the dog has been shown to be severely inter- 
fered with by mercury (Handley et al. 1949), and 
Carpaneto (1947), using corrosive sublimate, has described 
lesions in guineapigs very similar to those of nephritis. 

In case 2 mercurial poisoning was undoubtedly present 
during the course of the pink disease, grossly toxic 
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quantities of mercury being found not only in the urine 
but also in the organs after death. 


Summary and Conclusion 

Two cases of fatal calomel poisoning are described, 
both of which showed symptoms of pink disease, and 
one of which showed evidence of severe renal damage. 
Administration of calomel to children seldom leads to 
gross evidence of disease ; but severe or fatal illness has 
occasionally followed it. In the absence of any con- 
clusive evidence of the beneficial effects of calomel 
in small children, and in view of its possible harmful 
effects, its widespread and public sale should be 
condemned. 


I would like to thank Dr. R. W. Brookfield for his advice 
on the presentation of this paper, Dr. R. E. Rewell and 
Dr. T. Black for the pathological examinations, Mr. N. Heron 
for the chemical analyses in case 1 and Mrs. D. Dean for the 
analyses in case 2 ard a critical examination of the techniques 
available, and Dr. M. Tua for the collection of statistics. 
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SIMPLE CSOPHAGEAL CAST 


I. McLean Batrp 
M.B. St. And., M.R.C.P. 


HAROLD COHEN 
M.B. Sheff., M.R.C.P. 
SENIOR MEDICAL REGISTRAR SENIOR HOUSE OFFICER 


ROYAL INFIRMARY, SHEFFIELD 


SIMPLE cesophageal casts are extremely rare: only 19 
cases have been reported since the condition was first 
described by Bersch-Hirschfeld (1877). Patterson (1935) 
reviewed 17 cases and added 1 of his own; and since 
then only 1 further case has been reported (Willcox 
1949). Reichmann (1890) designated the condition 
‘* esophagitis exfoliativa,’’ and Rosenberg (1892) named it 
‘** esophagitis dessicans superficialis.’” The sex-distribu- 
tion of this condition is equal,-and the ages of the patients 
vary widely (from 20 to 69 years). There was recurrence 
of cast formation in 4 cases. 

A simple cesophageal cast differs from a cast due to 
corrosive poisoning; the latter frequently leads to 
stricture formation (Kauffman 1911), while the former 
leaves no sequele. Diphtheritic csophagitis has been 
known to lead to cast formation (Raw 1901). Varying 
etiological factors have been mentioned as causes for 
simple cast formation; Patterson suggests a peculiar 
exfoliative tendency and cites 1 case with severe genera- 
lised eczema (Sligh 1893). In most cases the etiology is 





Fig. |1—CEsophageal cast. 
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obscure although there is often a history of earlier minor 
csophageal trauma as in the case reported here. 


CASE-REPORT 

A married woman, aged 35, attended hospital on Jan. 4, 
1953, complaining of a sensation as of a potato-chip sticking 
in her throat. She experienced this first while eating her 
evening meal. She was examined in the casualty department, 
and no abnormality was found in the throat or elsewhere. 
She was asked to return for a further examination should the 
symptom recur. A feeling of soreness persisted for a few days 
but she remained well for seven weeks. On Feb. 22 she felt 
a ‘heaviness ’’ behind the upper sternum, shortly after a 
breakfast of bacon and tomatoes. This was quickly followed 
by the vomiting of bright red blood, and of a whitish tube. 
She felt that she was choking and replaced the tube by 
pushing it back into her throat and swallowing. This man- 
@uvre was temporarily successful but after fifteen to twenty 
minutes she vomited again and the tube became detached 
completely from her throat. The patient now felt very ill 
and was alarmed because she thought “ the lining of her 
throat had come away.” The family doctor was called in, 
and found the patient pale, sweating, and complaining of 
soreness in the throat. A sedative was given and the patient 
advised to take fluids only by mouth. The cast was examined 
and preserved. The swallowing of saliva was very painful 
after the tube had been vomited, and intense retrosternal 
discomfort was induced by the swallowing of fluid. The 
soreness gradually diminished, and by the time she was 
admitted to hospital on March 4 she could eat semisolid food 
with only mild discomfort. There was no history of swallowing 
alcohol or corrosives, or any other toxic substances. The 
meal preceding the vomiting of the cast was regarded by the 
patient as a normal breakfast. Her general health was good 





Fig. 2—(a) Normal cesophageal epithelium. (b) Section of cesophageal 
cast (both x 132). 
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and she felt perfectly well between the episode of dysphagia 
on Jan. 4 and the vomiting of the cast on Feb. 22. She had had 
no serious illnesses and there was no relevant family history. 

On admission she was pale but not anemic, and the tongue 
and fauces appeared normal. The blood-pressure was 120/70 
mm. Hg, and no abnormalities were found in any system. 
(sophagoscopy, sixteen days after the vomiting of thé cast, 
showed a pale atrophic mucous membrane until the cesophago- 
scope had been passed to 25 em.; beyond this the mucosa 
was hyperemic and bled at the slightest touch. A barium 
swallow seven days after the csophagoscopy revealed no 
abnormality. The blood-count was normal; the erythrocyte- 
sedimentation rate (Wintrobe) was 33 mm. in the first hour ; 
the Wassermann reaction was negative. 

The cast when recovered was a thin-walled complete tube, 
so friable that it later broke into two pieces, one 17-5 em. in 
length the other 14:5 cm.; the diameter was 2 cm. (fig. 1). 
The wall was thin, smooth, pearly-white, and translucent and 
showed no red capillary streaks. There were no constrictions 
corresponding to the natural anatomical configurations of the 
cesophagus. Microscopically, it consisted of stratified squamous 
epithelium, the cells having vesicular nuclei, often surrounded 
by distinct spaces ; there was no infiltration with inflamma- 
tory cells. The basal layer showed occasional rosettes of cells 
which probably represented the severed tips of the papille 
(fig. 2). The appearances were similar to those described 
by Patterson and Willcox. 


DISCUSSION 


An esophageal cast is formed as the result of a split 
in the wall of the csophagus; and since it consists 
entirely of epithelium, the split must occur either through 
the epithelium or just below the basal layer. If the 
whole epithelium were shed, healing would be by granula- 
tion, with scarring and stricture formation ; but after 
a cast has been exfoliated there is rapid and complete 
recovery. Presumably therefore the split occurs through 
the epithelium, and leaves the csophagus lined by a 
thin residual epithelial layer. The msophagoscopy 
findings in the present case support this view. 

In an attempt to demonstrate planes of separation we 
have tried unsuccessfully, in necropsy specimens, to 
split normal esophageal epithelium. It is not difficult 
in these specimens to tear off a thin superficial sheet of 
tissue, but microscopically this artificial cast is seen to 
consist always of epithelium with an adherent strip of 
corium. A further attempt to split the epithelium has 
been made by injecting saline through a Mantoux 
needle as superficially as possible into the wall of a 
normal cesophagus removed at autopsy. Sections of these 
preparations show that the corium is distended but the 
epithelium remains intact. Normal epithelium is thus 
difficult to split, so when a cast is formed the epithelium 
is probably abnormal. 

In our case the epithelium of the cast is three times as 
thick as that of a normal wsophagus ; microscopically 
it closely resembles the photomicrographs of the speci- 
mens described by Patterson (1935) and Willcox (1949). 
To investigate whether this thickening was an artefact, 
a sheet of epithelium and corium stripped from a necropsy 
specimen was treated in water and spirit, in the same way 
as the cast. This did not swell, and its thickness was 
unchanged ; it merely showed changes due to shrinkage 
of cells. The abnormal appearance of the cast is thus 
unlikely to be an artefact, and it may be due to epithelial 
proliferation. We have been unable to find any cause 
for this. 

A cast may be shed in two ways: as a whole, when it 
is vomited as a coiled intact tube, or as an invaginated 
tube which is stripped off the wall as the free end passes 
up the esophagus, like a sleeve being turned inside out. 
In the second case a section of the cast would show the 
superficial layer of the epithelium on the outside of 
the tube. Our specimen does not show this, nor do the 


specimens of Patterson and Willcox. The likely sequence 
of events in these cases was therefore a general loosening 
of epithelium with exfoliation of a coiled intact tube. 
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The only exception, so far, has been recorded by Sclavunos 
(1893), who noted invagination of a cast; but in this 
instance the patient vomited a cast shortly after drinking 
a quantity of industrial spirit, so the case cannot be 
regarded as typical. 

We suggest that the cast is formed in the following 
manner : 

1. Epithelial hyperplasia results from an unknown cause. 

2. A small split is produced, possibly by trauma, in the 
abnormal cesophageal epithelium. 

3. The act of deglutition causes a rise in intra-cesophageal 
pressure and may gradually cause a progressive dissecting 
split 

4. New epithelium is growing from the basal layer as the 
slow dissection proceeds. 

5. The final separation of the cast is induced by vomiting. 


We are indebted to Dr. H. P. Brody for permission to 
report this case and for his helpful advice; and to the photo- 
graphic and pathological departments, Royal Infirmary, 
Sheffield, for their codperation. 
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DISSECTING ANEURYSM OF THE AORTA 


RECOVERY AFTER TREATMENT WITH 
HEXAMETHONIUM 
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In the case reported here a patient with dissecting 
aneurysm of the aorta was treated with hexamethonium 
bromide and recovered. 


CASE-REPORT 

A housewife, aged 60, who had previously been in good 
health, was stricken one morning by a sudden extremely 
severe pain in the upper abdomen and passing through to 
the back between the shoulder-blades. Almost immediately 
afterwards the pain spread to the right leg, which felt “ cold 
and useless.” The patient said that her husband, feeling 
the legs, noticed that the right was very cold. There was 
also some “cramp” in the left leg. The pain in the trunk 
persisted throughout the day, and she vomited several times, 
The pain, coldness, and “ uselessness”’ of the right leg, 
however, gradually lessened. 

On admission to hospital twelve hours later, she was still 
in great pain. Her blood-pressure was 230/120 mm. Hg in 
each arm, and heart-rate 80, regular, The apex-beat was 
half an inch outside the nipple line, and at the apex there 
was a harsh systolic murmur which was also audible along 
the left border of the sternum. The radial pulses were equal 
and normal. The right femoral pulse could not be felt ; 
the left was palpable, though weak. The popliteal, dorsalis 
pedis, and posterior tibial pulses were impalpable in both 
legs. The optic fundi showed narrowing and irregularity of 
the retinal arteries. The urine, sp. gr. 1-018, contained a 
moderate amount of albumin but was otherwise normal, 
The rest of the examination was negative. 

Mr. M. H. Hall, the surgical registrar who first saw the 
patient, made a diagnosis of dissecting aneurysm of the aorta, 
and she was transferred to the medical side. 


Investigations 


Chest radiography showed an enlarged left ventricle and 
gross unfolding of the aorta. Electrocardiography showed 


ORIGINAL ARTICLES [pEc. 5, 1953 1189 


left ventricular hypertrophy. Erythrocyte-sedimentation rate 
(E.S.R.) 13 mm. in one hour; Hb 98%; white-cell count 
14,000 per c.mm.; blood-urea 67 mg. per 100 ml.; urinary 
urea 3:4 g. per 100 ml. Straight radiography of the abdomen 
showed no gall-stones. Serum and urinary amylase levels 
were normal. 


Treatment and Progress 

Treatment with hexamethonium was begun immediately 
(within an hour of admission and thirteen hours from the 
onset). Hexamethonium bromide 25 mg. subcutaneously, 
reduced the blood-pressure to 135/80 mm. Hg. By the next 
day the pain had lessened and a thrill was felt over the 
right femoral artery. The power and temperature in both 
limbs were equal. The blood-pressure was maintained at 
100-170 mm. Hg systolic and 70-100 mm. Hg diastolic by 
injections of hexamethonium given as indicated by the hourly 
blood-pressure chart, usually every four hours. The patient 
was propped up on pillows, and the head of the bed was raised 
on blocks. With increasing tolerance the successive doses 
of hexamethonium were gradually increased over eight 
days to 100 mg., ‘but thereafter no further increase was 
necessary. 

Some pain in the back persisted for several days. It was 
noticed that the patient complained of pain chiefly when 
her*blood-pressure was highest and another injection was 
due. Injection of the hexamethonium then appeared to 
relieve it. When, unknown to the patient, saline solution 
was substituted for hexamethonium, injections did not bring 
relief. When hexamethontum was renewed and the blood- 
pressure fell, pain was again relieved. After two weeks the 
pain disappeared and did not recur, even when hexamethonium 
was temporarily discontinued and the blood-pressure was 
allowed to rise to 220/130 mm. Hg. 

At this time the patient developed a new murmur—a loud 
continuous machinery-like sound, best heard down the left 
border of the sternum but audible all over the praecordium 
and occupying the whole of the cardiac cycle, with an 
accentuation at the beginning of systole. 

The E.s.R. rose to 50 mm. in one hour two days after 
admission. The blood-urea level gradually fell to 36 mg. per 
100 ml. Urinary output remained satisfactory, and after the 
first day there was never more than a trace of albumin in 
the urine. She developed cystitis, which she said she had 
often had in the past. Escherichia coli was cultured from 
the urine, and treatment with sulphonamide was begun. 
The urinary infection recurred when chemotherapy was 
stopped but was suppressed by its resumption. Throughout 
her stay in hospital she had slight fever, her temperature 
being 98°-100°F. The E.s.R. remained high, and she had 
a persistent slight leucocytosis. 

Outcome 

After five weeks she was allowed up, and after ten weeks 
she returned home. The physical signs on discharge had not 
changed. The patient had learnt to give herself hexa- 
methonium injections; but, with clinical recovery, the 
interval between doses had been increased to eight hours, 
and with the increasing assumption of the erect posture the 
dose had been reduced to 50 mg. On discharge the patient 
had no complaints and said that she felt perfectly well. 
When seen as an outpatient seven months later she reported 
that she could do light housework and had no complaints. 
The physical signs were unaltered. 


DISCUSSION 


Dissecting aneurysm of the aorta is a not uncommon 
post-mortem finding, being found in 0-2-1:5% of cases 
(Lawson 1952, Mote and Carr 1942); but it is less 
frequently diagnosed during life, and recovery is uncom- 
mon. That some patients have recovered from 
a dissecting aneurysm is shown by the occasional 
necropsy finding of a healed dissection or of a double 
aorta, 

Most patients with dissecting aneurysm have a high 
blood-pressure, and this is often maintained after the 
onset of the dissection (Baer and Goldburgh 1948, 
David et al. 1947). 

Figures for the time of survival after dissection suggest 
that more than half the patients live for twenty-four 
hours or longer, and about 10% live for some months 
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or years (Lawson 1952, Levinson et al. 1950). In a 
first attack death is nearly always due to external 
rupture of the aneurysm (David et al. 1947), but of 
Shennan’s (1934) 79 cases of old “ healed ’’ dissecting 
aneurysm death was due to recurrent or second dissection 
with hemorrhage in only 28. Shennan concluded : 

“The main factor determining the length of survival of 
all cases of dissecting aneurysm subsequent to the occurrence 
of the primary tear is the varying period during which the 
blood-pressure is maintained at the height at which the 
primary rupture has been produced.” 


In the present case treatment with hexamethonium 
was started as soon as a dissecting aneurysm had been 
diagnosed, and the blood-pressure was continuously 
maintained at relatively low levels. There were no 
apparent ill effects from this. It is impossible to say 
how much, if at all, hexamethonium contributed to the 
patient’s recovery, but this treatment seems worth using 
in future in those patients with dissecting aneurysm of 
the aorta whose blood-pressures are high and who 
survive long enough to reach hospital. 


PRELIMINARY COMMUNICATION 





{[pEc. 5, 1953 


SUMMARY 


A case of dissecting aneurysm of the aorta with 
hypertension is described in which hexamethonium 
bromide was administered and the patient recovered. 

Since death in a first attack is nearly always due to 
external rupture, it may be worth trying hexamethonium 
treatment in cases where the patient is hypertensive 
(as he frequently is) and survives long enough to reach 
hospital. : 


I am grateful to Dr. A. M. Cooke for permission to publish 
this case and for his advice, 
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Preliminary Communication 


ISOLATION OF A CRYSTALLINE PROTEIN 
FROM HIGHLY PURIFIED DIPHTHERIA 
TOXIN 
A RECENT annotation! in this journal reviewed 
progress towards the isolation of pure antitoxin. The 
purification of diphtheria toxin appeared to have been 
achieved as a result of the work of Eaton? and 
Pappenheimer * but later work by Pope, Stevens, Caspary, 
and Fenton * suggested that the highly purified toxin 
still contained a large number of antigens. Results 
supporting this conclusion were also obtained by Lepow 
and Pillemer.® In recent (unpublished) work we have 
been able to show by electrophoretic methods that it is 
possible to separate these other antigens and to obtain 
a product which gives a single line in the diffusion test 
described by Pope et al.4 Unfortunately the amounts 
of material obtained in this way are small and this has 

hampered our work. . 
Recently we have isolated a crystalline protein from 
diphtheria toxin after its preliminary purification by a 
new method (Pope and Stevens, unpublished data). 
A single crystallisation yields material which shows 
multiple diffusion lines, but the number of antigens 
present has been reduced. After three crystallisatious 
a product was obtained which gave a single diffusion 
line in the diffusion test as usually carried out, but showed 


slight traces of contamination on a more prolonged 
test. 


Contamination of the crystals with amorphous material 
has been a big ditliculty, but the thrice-crystallised 
product appeared to be free from amorphous material. 
Whenever amorphous material has been present on 
microscopic examination, multiple lines due to the 
presence of other antigens have always appeared. 

Examination of the crystalline material by in-vivo 
and in-vitro methods has shown a very close agreement 
between the values per ml. calculated from these tests. 
Preliminary results indicate that this crystalline material 
has a purity, in terms of Lf/mg. nitrogen, about 50°) 
greater than the value deduced by Pappenheimer and 


1. Lancet, Sept. 12, 1953, p. 553. 

2. Eaton, M.D. J. Bact. 1936, 31, 367. 

3. Pappenheimer, A. M. jun. J. biol. Chem. 1937, 120, 543. 

4. Pope, C. G., Stevens, M. F., Caspary, E. A., Fenton, E. L. Brit. 


J. exp. Path. 1951, 32, 246. 
5. Lepow, I. H., Pillemer, L. J. Immunol. 1952, 69, 1. 


Robinson ® from a study of the toxin-antitoxin floccule 
precipitates, or the value obtained by Pappenheimer * 
on isolated toxin. 


While it is tempting to consider that this crystalline 
material is the specific toxin produced by Corynebacterium 
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Crystalline protein isolated from highly purified diphtheria toxin. 
First crystallisation showing some amorphous material ( x 440). 


diphtheria, certain anomalous results with different 
antitoxins suggest that it would be unwise to consider 
this as more than another step towards the isolation of the 
specific toxin. 

The accompanying photograph shows once-crystallised 
material, together with associated amorphous material, 
obtained from a toxin having an initial purity of the 
order of 2600 Lf/mg. nitrogen. 

Full details of the methods used for initial purification 
of the toxin and its subsequent crystallisation will be 
published elsewhere. 

C. G, PoPE 
D.Se. Brist. 
MuRIEL F. STEVENS 
B.Se. Lond. 


The Wellcome Research_ 
Laboratories, Beckenham, Kent 


Ibid, 1937, 32, 291. 


6. Pappenheimer, A. M. jun., Robinson, E. 8. 
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Medical Societies 
ROYAL SOCIETY OF MEDICINE 


Rest or Activity ? 


On Nov. 24 the section of medicine met, under the 
chairmanship of Sir Hrnry COHEN, president of the 
section, to discuss the Use and Abuse of Rest as a 
Therapeutic Measure. 

Dr. G. E. Beaumont declared himself a firm believer 
in the value of rest. Tranquillity was necessary for cure, 
and bed meant a mind dulled and free from thought. 
A patient who had been in bed for only a few days often 
grumbled ; a long-stay patient was silent, because his 
mind was at rest. The temperatures of tuberculous 
patients often rose after they had been disturbed by 
visitors. Rest was a well-known ingredient of the treat- 
ment of poliomyelitis and of pulmonary tuberculosis, 
and he was not sure that surgeons did right in insisting 
on exercises to promote lung expansion and prevent 
deformity immediately after thoracoplasty. More 
lung was always diseased than was apparent from X-ray 
examination, and quiescent foci might be activated by 
such therapeutic gymnastics and account for some of the 
present failures of cure. Sciatica used to be treated 
with active physiotherapy until the prolapsed inter- 
vertebral disc was recognised and rest came into its 
own. Subdeltoid bursitis was sometimes treated with 
movement ‘‘to prevent adhesions forming,’ but in 
Dr. Beaumont’s view rest and deep X-ray therapy was 
the only correct treatment. As for rheumatoid arthritis, 
the essential was up to eighteen months in bed, with 
splints applied to the limbs. Moreover, Dr. Beaumont 
observed, exercise and worry were said to lead to obesity, 
so the way to slim was to go to bed. 

On the other hand Prof. W. MELVILLE ArnortrT thought 
that rest in bed was very far from being a panacea ; 
it was more like a drug of addiction, with some definite 
indications but toxic in overdoses and even fatal on 
occasion. To put to bed was far too often the physician’s 
automatic reaction when presented with illness. An 
experimental study was cited in which healthy young 
adults were immobilised for six weeks. During this 
period, their nitrogen balance was negative by 54 g.; 
they lost anything from 9 to 24 g. of calcium, and this, 
with a high phosphate excretion, predisposed to urinary 
calculi. Blood-volume decreased and vasomotor control 
weakened, so that fainting was more common in the 
erect posture. It took these people six weeks to recover 
to normal. In old patients, it was already well known 
that a long stay in bed led to skeletal changes, urinary 
calculi, muscular contractures, weakening and stretching 
of ligaments, bed-sores, anorexia and constipation, and 
@ urinary incontinence which would often abate if ‘the 
patient were only allowed up again. Bed rest in many 
diseases was anatomically, physiologically, and psycho- 
logically indefensible; and 18th-century physicians, such 
as Withering, Heberden, and Stokes, did not advocate it. 
It was Hilton’s mid-19th-century classic Rest and Pain 
which, rightly pouring scorn on the treatments of the 
time, had exalted rest above all. But things had now 
gone too far the other way, especially when hospital 
care had displaced bome care, for patients in British 
hospitals were expected to stay in bed, and the nursing 
was based on this. In Continental clinics and tropical 
hospitals the patients were allowed up much more, 
without detriment. 

Professor Arnott pointed out that ‘‘ rest ’’ had many 
meanings: one was absence from work. There was no 
conclusive evidence that hard work ever caused illness : 
rather the reverse. The industrial 40-hour week was 
an economic and political concept, not a medical one. 
But a diagnosis of ‘‘overwork’’ hid the doctor’s 
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ignorance of etiology and pleased the patient by depicting 
him as a martyr before his family and friends. The 
physician had a duty to prescribe absence from work 
very carefully, not merely in the patient’s own interest 
but for the economic health of the country. 

Prof. C. A. WELLS said he had found Hilton’s book quite 
unreadable. It was irrelevant to modern surgery, which 
set out to modify nature profoundly. Sympathectomy, 
for example, was used to relieve the pain of angina 
pectoris and permit a patient greater activity : how then 
could previous pain have been a true indication for rest ? 
The resting of a part was still useful in the treatment of 
bone and joint tuberculosis, but this did not mean 
immobilising the whole patient; indeed, in ortho- 
pedies, muscular activity inside a plaster was axiomatic. 
At Leysin, Rollier was going even further and treating 
spinal caries without plaster at all: the children merely 
lay face down in the sun and encouraged their erectores 
spine muscles to, develop and steady the diseased 
vertebrae. Professor Wells advocated the same technique 
for the prevention of prolapse of an intervertebral disc. 
In a different field, a patient with severe bedsores had 
been saved by being turned from side to side hourly 
day and night, for rest would have been fatal. 

After every surgical operation, deep venous thrombosis 
was one of the risks of resting in bed—a risk greatly 
increased if Fowler’s position were still used. In Professor 
Wells’s wards every patient did a daily ten minutes of 
leg and deep-breathing exercises, starting on the very 
day of operation, and everyone had to start getting out 
of bed within forty-eight hours. In Madrid he had 
seen a partial gastrectomy performed under local 
analgesia on a man who at the end got up, put on his 
shirt, and walked back to the ward, where he was 
forbidden to get into bed. Early ambulation was no 
new thing. Professor Wells read part of an account of 
an ovariotomy performed in 1809, without anesthesia 
or asepsis, where the surgeon found the patient up and 
making her own bed on the fourth postoperative day. 
Finally, as another example of a new technique making 
nonsense of old,ideas, he instanced hibernation. Before 
anesthesia began, the patient was given chlorpromazine 
hydrochloride, which inhibited the temperature centres 
of his brain and allowed his body to be covled to a 
rectal temperature of 30°C for the period of the operation, 
without harm to brain or kidney. Less anesthetic and 
less oxygen were needed during the operation and all the 
manifestations of ‘‘shock’’ were diminished. This 
temporary unphysiological ‘‘ resting’’ of the patient’s 
tissues earned quicker recovery later, with amnesia for 
the whole treatment. 

Group-Captain C. J. 8. O’MALLEy, as an authority 
on rehabilitation, took a middle line, and quoted the 
R.A.F. rehabilitation couplet: ‘‘ Intermittent rest and 
work makes a strong and healthy erk.’’ He instanced 
the treatment of acute poliomyelitis, where he agreed 
with Seddon that a policy of graduated exercises gave 
better results than either immobilisation or exercise 
to fatigue. He had seen improvement as late as three 
years after infection, when the patient took his exercises 
with the will to get better. The problem was to know 
how long to rest and when to start activity. Formerly, 
after meniscectomy for internal derangement of the 
knee a patient was still not back at work after twelve 
weeks. In the R.A.F. such cases went to a rehabilitation 
centre two weeks after operation and were back at work 
in six to eight weeks. Now, at Garston Manor, cases 
arrived three to five days after operation and they 
were back at work within four weeks. A similar speed-up 
in recovery had taken place with herniotomies: this 
was achieved by courses of exercises, morning and after- 
noon, divided into half-hourly periods, each of which 
ended with ten minutes rest; and by games and work 
therapy to encourage unconscious movements. Asthmatics 
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and bronchitics could be greatly helped by these courses 
and they were also valuable for patients with neurosis. 
During the war, Group-Captain O’Malley had treated 
orthopedic and psychiatric patients together—in the 
proportion of four to one. In the rehabilitation centre 
patients got away from the hospital atmosphere of 
disability. Such centres were cheaper to run than hos- 
pitals : his own cost £7 7s. 6d. per occupied bed per week, 
whereas, on the same basis, a hospital was two to four 
times as expensive. It was a pity that convalescent 
homes did not recognise these methods of rehabilitation. 
He was convinced that rest was an overworked treatment, 
and he cited recent observations that in osteo-arthritis 
of the hip it was daily use which preserved the articular 
cartilage. He thought it significant that opposition 
of finger and thumb was one of the last movements to 
go in rheumatoid arthritis—because it was in daily use. 
During the discussion, Dr. F. H. Stevens asked for 
medical research into the gross osteoporosis which takes 
place when prolonged rest is inevitable ; and Dr. J. W. 
Topp wanted the Medical Research Council to under- 
take controlled clinical trials of rest therapy. The 
PRESIDENT pointed out that there was some semantic 
confusion over the meaning of rest, and that it was 
unwise to make wide generalisations. The treatment of 
coronary infarction or peptic ulcer, for instance, was 


bound to vary according to the extent of the lesion, the 
nature of the patient, and so on, and universal legislation 
was impossible. 


eee ” Reviews of Books 





Basic Pathology and Morbid Histology 
D. B. CaTER, M.A., M.D. Camb., F.R.c.S., University 
demonstrator in pathology, University of Cambridge. 
Bristol : John Wright. 1953. Pp. 320. 42s. 


Dr. Cater’s commendable aim has been to bridge the 
gap between physiology and pathology for the student, 
and to help him to understand his earliest lessons in 
pathology at a time when his knowledge of clinical 
medicine is necessarily scanty. He strives to “ graft on 
to the student’s knowledge of physiology sufficient 
clinical information to make pathology live.” By 
producing an easily read and graphic account of the 
basic pathological processes, with interesting historical 
references, and by making effective use of analogies 
between disease and warfare, he has succeeded well in 
his purpose. But though this volume deals with basic 
pathology it is more than elementary: the student, 
when he has assimilated its contents, will be equipped 
with up-to-date knowledge of many of the engaging 
problems of pathology, as well as with the essential 
established facts. 
which are in colour, are used abundantly and with 
effect : being admirably clear they are to be preferred 
to photomicrographs in a book of this kind. The author 
and his wife evidently spent a great deal of time on their 
careful preparation. 


Pituitary Chromophobe Adenomas 
Neurology Metabolism Therapy. JoHun I. NURNBERGER, 
M.D., research associate, Institute of Living, Yale Univer- 
sity School of Medicine ; Saut R. Korey, M.D., associate 
professor of neurology, School of Medicine, Western 
Reserve University. New York and London: Springer. 
1953. Pp. 282. £2 15s. 
THE experiences and even the fate of a patient with a 
chromophobe adenoma of the pituitary may differ greatly 


according to whether chance puts him into the hands of 


a general physician, a neurologist, or a ‘‘ metabolician.”’ 
Consultation between specialists is not always as helpful 
as might be hoped, because they may not speak the same 
language ; the neurologist, for instance, may not always 
be familiar with the biochemical terms which describe the 
metabolic disorders of patients with pituitary tumours. 
Yet the patient must surely benefit if a broad view can 
be taken of his illness. In this book two neurologists who 
are well equipped to discuss pathological and biochemical 


REVIEWS OF BOOKS 


Camera-lucida drawings, several of 
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problems have set out to ‘‘ correlate information from 
several medical disciplines in order to portray the syn- 
drome of chromophobe adenoma of the pituitary in 
its setting of pathologically modified function.” 


They analyse the records of 117 patients with this condition 
who were admitted to the Neurological Institute of New York 
or to the Medica! Service at the Presbyterian Hospital between 
1929 and 1948, and who were investigated from the neuro- 
logical and metabolic standpoints. They provide a fairly 
comprehensive review of their subject with more than 500 
references. The book is long for its purpose, and the style 
suffers from the Germanic defects of American medical 
writings. Fortunately, the layout makes up for such defects 
and the essence of the material is available in summaries which 
provide frequent resting-points. 

The fragmentation of medicine into specialties is 
creating a problem for our schools and teachers of 
medicine. Not only neurologists and endocrinologists, 
but also the diminishing band of general physicians must 
welcome a book like this, which brings together two 
separate disciplines. 


Classics in Clinical Dermatology 
WALTER B. SHELLEY, M.D., PH.D., chief, clinic of dermato- 
logy, University of Pennsylvania Hospital; Jonn T. 
CRISSEY, M.D., instructor, dermatology. and syphilology, 
University of Pennsylvania. Springfield, Ill. : Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 
1953. Pp. 467. 75s. 6d. 

THESE authors have brought together the original 
versions or careful English translations of 143 classical 
descriptions of skin diseases, by 95 writers. The diseases 
depicted vary from the commonplace to the very rare. 
Some accounts are individual case-reports, while others 
are the results of the prolonged study of many patients. 

The writings are arranged chronologically, and contribu- 
tions vary in length from | to 15 pages, von Hebra and Brocq 
being allotted the largest space. Robert Willan (1757-1812) 
has pride of place as the father of modern dermatology, whose 
classification, based on morphology, reads almost as well 
today as it did when it was written: his pupil Bateman 
(1728-1821) produced the first atlas of dermatology. Among 
the other great names of dermatology included are Alibert 
Cazenave, Bazin, von Hebra, Erasmus Wilson and Tilbury 
Fox, Jonathan Hutchinson and Radcliffe Crocker, Pringle, 
Unna, Besnier—with extracts from their most important 
contributions. Excellent reproductions of original illustrations 
to the articles are scattered through the clear and pleasingly 
displayed text. 


This delightful book will please all interested in the 
history of medicine and in the eponymous figures of 
dermatology. 


r Parsons’ Diseases of the Eye (12th ed. London: J. & A. 
Churchill. 1953. Pp. 606. 42s.).—The task of revising this 
favourite text for its twelfth appearance has been committed 
to Sir Stewart Duke-Elder. In the preface Sir John Herbert 
Parsons joins him in saying how thorough, in view of modern 
advances, this revision has had to be: indeed, the whole 
text has been reset. Fortunately the anatomy of the eye has 
remained much the same, though the physiology has dis- 
played some of its well-known restlessness. Our knowledge of 
the wtiology and pathology of ocular diseases has advanced 
very fast, and, though rare diseases continue to be refused 
admittance, room has had to be made for such conditions as 
toxoplasmosis and retrolental fibroplasia which have estab- 
lished their importance in ocular pathology. But, as every 
preface to a textbook on disease nowadays exclaims, the 
greatest changes have been in therapeutics ; and in the field 
of ophthalmic surgery there is also much to be said about new 
anesthetics. The result of these upheavals is a virtually new 
‘** Parsons,”’ not only up to date and better illustrated, but— 
mirabile dictu—slimmer. 


Textbook of Bacteriology (7th ed. London: Heine- 
mann Medical Books. 1953. Pp. 492. 20s.).—Dr. R. W. 
Fairbrother’s popular book is back again in a new edition, 
a little (but not much) stouter as age advances. With revision 
some parts have been reduced in size ; and in particular, the 
sections dealing with bacterial metabolism, chemotherapy, 
and the viruses have been brought up to date. 
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tablets), is more effective than 
oxyuricides hitherto available. 
Its action is rapid. Its taste 
is pleasant. Its administration 
is not accompanied by nausea 
or other side effects even in 
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Where combined action Succeeds 


From apparent defeat, many a contest is won by combined action. 
The joint administration of penicillin and the sulphonamides frequently 
establishes successful therapy, when the oral administration of the 


antibiotic or chemotherapeutic agent alone has been ineffective. 


Sulpenin, containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage is a convenient means of applying combined 
therapy in the treatment of many infections due to susceptible micro- 
organisms. By utilising the synergistic action known to exist between 
penicillin and the sulphonamides, the antibacterial range is increased, 
the likelihood of kidney damage is lessened and the tendency for the 
bacteria to develop mutant strains resistant to one or other of the 
component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 


In tubes of 10 and bottles of 100 tablets. 


Each tablet contains 
Crystalline Penicillin G (Potassium Salt), 100,000 units, 
Sulphamerazine, 0°25 gramme, Sulphadiazine, 0°25 gramme. 


Literature on request. 


ALLEN & HANBURYS LTD- LONDON-: E-2 
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More Beds ? 

THE last five years have seen many improvements 
in our hospitals. Wards that were grossly over- 
crowded have had their beds reduced to manageable 
numbers ; nursing arrangements have been modern- 
ised ; and a great deal has been done to brighten up 
the appearance not only of wards but also of corridors 
and special departments. At the same time, there has 
been much skilful and relatively inexpensive recon- 
struction of hospital buildings to provide better 
quarters for outpatients, for special departments, and 
for resident staff. 

When the hospitals were taken over by the National 
Health Service, between 10°, and 15%, of their total 
complement of beds were no longer in use—chiefly 
because of the war and its consequences. But this 
original complement included much unsatisfactory and 
overcrowded accommodation, and the time has come 
when these pre-war figures should be forgotten and the 
development of the hospital services should be con- 
sidered only in terms of staffed beds. In the Oxford 
region, for example, we find that better spacing, 
better sanitary arrangements, and the abandonment 
of unsuitable premises have meant a loss of 116 beds 
belonging to the former complement, but despite this 
loss the management committees have 449 more beds 
at their disposal.!. In England and Wales in 1952 
468,255 N.H.S. hospital beds were available for 
patients—an increase of some 20,000 since 1949.2. This 
increase has been obtained almost entirely by reopen- 
ing closed wards and by using beds formerly kept 
vacant for infectious diseases, and most of the extra beds 
have been allocated to the chronic sick and to special- 
ties such as gynzcology, ear, nose, and throat surgery, 
traumatic and orthopedic surgery, and chest diseases. 
Perhaps more important, however, than the increase 
of staffed beds has been the increase in the turnover of 
patients. In England and Wales the number of dis- 
charges per bed for general medicine rose from 11-6 
in 1950 to 13-1 in 1952, and similar increases took 
place in other specialties. Regionally the biggest 
increase has been that achieved by the Newcastle 
board, which between 1950 and 1952 improved its 
turnover by 16-2%.% The improved supply has 
liberated an increased demand, and the pressure on 
1. The Hospital and Specialist Services, Oxford 

Board. 1953. 


2. Report of the Ministry of Health for 1952. 
Office 1953. 
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hospital beds remains very great ; but it nevertheless 
looks as though the problem of hospital accommoda- 
tion can be solved within a reasonable time 
without astronomical expenditure. The present 
situation is well set out by Dr. F. N. MarsHatn, 
S.A.M.O. of.the Manchester Regional Hospital Board 8 : 


‘Once again the picture presented by the returns for 


and 


the year 1952 is encouraging. Although the amount 
allowed to the Board for capital projects is 


barely 
sufficient to keep existing buildings in a proper state of 
repair and certainly inadequate to allow large scale 
building operations to be undertaken, it is gradually 
becoming evident that, except for mental and mental 
deficiency purposes, not many more beds are required to 
enable an adequate service to be given. That is not to 
say, of course, that the quality of the hospitals and beds is 
satisfactory or that in certain areas there is not a definite 
shortage of first-class beds. Nor does it imply that 
hospital management could not be facilitated or that great 
savings could not be made in maintenance costs if some 
of the smaller buildings could be replaced by extensions 
to central or base hospitals. The returns do show, how- 
ever, that following the redistribution of the specialist 
staff, the tightening up of the management consequent 
upon the grouping of hospita's and the abolition of out- 
moded rivalries, the provision of better equipment, 
operating theatres, laboratories, X-ray departments, 
physiotherapy and out-patient facilities, etc., the turn- 
over in existing in-patient beds has been much improved. 
In 1950, for instance, the number of in-patients discharged 
from or died in the Board’s hospitals was 262,414. In the 
same hospitals the corresponding number for 1952 was 
289,593—-an increase of over 10 per cent. In the same 
period new out-patients increased from 456,501 to 469,828. 
Further improvements are still possible, provided 
adequate nursing, domestic and medical staff can be 
obtained, but it is becoming increasingly obvious that 
there is a limit to the number of persons the country can 
spare for hospital duties and, to make the best use of the 
personnel available, capital investment will be necessary 
to concentrate their efforts and to avoid dissipation of 
their energies. . . . This redistribution and building up of 
the specialist services is undoubtedly the most valuable 
service the Bogrd has yet performed in the interests of the 
community it serves.” 

This is, we fancy, the first post-war occasion when 
anyone has publicly stated that there are nearly 
enough medical beds in any region. It has, however, 
been well recognised that the pressure on children’s 
beds has been much reduced and that many pediatric 
units are not always filled. 

For mental hospitals and mental-defective colonies, 
the position is far less satisfactory, as was emphasised 
in last month’s debate in the House of Commons.‘ 
In mental hospitals gross overcrowding still exists 
and it is officially estimated that mental hospitals and 
institutions contain 14-7°%, more patients than they 
properly have room for. This overcrowding is of 
course worse in some of them than in others; and 
what it can mean in actual physical conditions was 
vividly brought out in the debate by Miss ALIicE 
Bacon. Commenting on one mental hospital in the 
Midlands, she said : 

‘The wards have to be seen to be believed. I saw a 
ward, about the size of a normal hospital ward, which 
contained 112 beds for female patients. There was not 
sufficient room for the patients to undress inside the 
ward. They had to undress in another room which, in the 
daytime, was used as a recreation room. I was curious to 
know how the 112 female patients managed to find their 
own clothes in the morning, when they were left on the 
floor of the recreation room at night. 1 was told that the 
female patients had their names stitched inside their 
corsets. Their clothes were then rolled up inside their 





3. Report of the Manchester Regional Hospital Board for 1952. 
4. Hansard, 1953, 520, no. 8 (Nov. 12). See Lancet, Nov. 21, 1953, 
p. 1091. 
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corsets and put on the floor at night, in 112 bundles, and 
the patients had to be filed into the wards where they 
slept and filed out again in the morning to dress.” 

The position of institutions for mental defectives is if 
anything even worse, and the waiting-lists rose from 
5316 in 1949 to 9300 in 1952. The worse the living 
conditions become, the harder it is to retain staff, and 
an acceleration of the present programme for improv- 
ing these conditions is desperately needed. Present 
plans provide only for 3000 additional beds for mental 
defectives and about 1500 further beds in mental 
hospitals within the next five years. 

What has so far been done has been done with 
relatively little capital expenditure. One of the 
lessons we have learnt is that very often an old hospital 
ward can be modernised at a small fraction of the cost 
of building a new one—as witness the new professorial 
unit of Maryfield Hospital, Dundee. In the five years 
under the N.H.S., £35 million has been allocated to 
capital works —mainly war-damage repairs, minor 
reconstructions, and major items of repair and 
replacement—and this may be roughly compared with 
the amount spent on new schools, which was £96 
million in 1948-52.5 Although the picture for general 
hospitals is on the whole encouraging, perhaps twice 
the sum so far provided for capital expenditure will be 
needed over the next five years to complete the process 
of modernising old buildings. There is also urgent 
need of a limited number of major hospital schemes 
to equate hospital beds with local increases in popu- 
lation; for virtually no hospital provision has yet 
been made for new towns. Furthermore, the time is 
ripe for the rebuilding, and in some cases the re-siting, 
of several of the teaching hospitals. So far, the 
teaching centres have been able to do little more than 
stand still, while the hospital services elsewhere have 
been improved. The needs of medical science, as well 
as the reputation of British medicine overseas, make 
it increasingly necessary that our teaching centres 
should be able to hold their own architecturally with 
hospitals elsewhere in the world. 


Peripheral Embolism 


A QUARTER of a century ago, surgeons boldly took 
up the challenge of peripheral arterial embolism, 
with its dramatic onset and often disastrous conse- 
quences: embolectomy seemed the only means of 
saving limb and often life. SsABANEJEFF ® is credited 
with the first attempt at this operation in 1895, 
and Lasey? with the first successful operation in 
1911; this was at a time when the sequelz of chronic 
peripheral arterial disease, except for aneurysms, 
were thought to be beyond the scope of the surgeon, 
who had the humble réle of amputationist after 
gangrene had supervened. During the past twenty- 
five years, thanks largely to the vision and pertinacity 
of LrRICHE, surgery has come to play an increasingly 
important part in the treatment of chronic ischemia 
of the limbs, with operations to interrupt the sympa- 
thetic pathway, and to restore the blood-flow through 
obstructed arteries by “ disobliteration ” or grafting. 
Rather surprisingly this period of great expansion 
and technical progress in vascular surgery has coin- 

5. Ministry of Education: Education in 1952. 
6 Ssabanejeff. Russk. khir. Arkh. 1895, 11, 625, 
7. Labey. Bull. Acad. Méd., Paris, 1911, 66, 358. 
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cided with an increasing reluctance to resort to 
operative removal of arterial emboli. Brilliant 
results from operation have been offset by many 
disappointments, owing to precarious cardiac con- 
dition of the patients, multiple or recurrent emboli, 
and, most often, too tardy intervention. Clearly the 
retreat from the policy of a generation ago has corre- 
sponded with the introduction of anticoagulants. 
Armed with these drugs, physicians, who see most 
of the cases of embolism, have observed more atten- 
tively the natural course of events, and have been 
impressed by the survival of many limbs—and 
patients—without surgical treatment. Prominent 
among the factors influencing the outcome in untreated 
cases is the site of the embolus. It has long been 
recognised that in the upper limb gangrene rarely 
ensues and recovery is usually unattended by appre- 
ciable functional impairment. In the lower limb, 
emboli lodging below the knee may likewise cause 
only transient pain and weakness. On the other 
hand calamitous consequences usually result from 
emboli lodging at the bifurcation of the aorta or 
in the iliac arteries, and often from femoral or popli- 
teal emboli. In the great majority of cases embolism 
arises from rheumatic heart-disease with auricular 
fibrillation, or from arteriosclerosis with coronary 
thrombosis and cardiac infarction ; and the prognosis 
depends largely on the cause. ANpDRUus,® describing 
a series of 57 cases treated without operation, says : 

‘“In general, it may be said that the patient with 
arteriosclerotic heart disease has a much poorer prognosis 
because of the severity of the cardiac lesion itself and 
the lack of cardiac reserve, in contrast to the patient 
with uncomplicated rheumatic heart disease, who, 
despite the presence of fibrillation and the development 
of a clot in an auricular appendage, often has a fairly 
good cardiac status. In addition, the peripheral arterial 
system in the rheumatic patient is ordinarily normal 
because of his lower age and the fact that the disease 
is usually limited to the heart itself. In the elderly 
patient with arteriosclerotic heart disease, however, the 
process which has affected the myocardial vessels usually 
represents only a part of a widespread disease and has 
brought about a serious narrowing of the peripheral 
vessels as well.” 

Initially spasm of the arterial wall occurs at the 
site of the embolus and to a varying extent distally, 
and this may itself impede the development of 
collateral circulation and endanger the limb. After 
a few hours secondary thrombosis, spreading mainly 
distally from the embolus, further reduces the blood- 
supply by blocking the mouths of available collateral 
arteries. Thus the promptness with which operation 
is done is most important. In cases which are not 
operated on, the course is largely unpredictable ; 
for proneness to vascular spasm and to thrombosis 
varies widely between different people and in the 
same person according to his health and physiological 
activity. Spasm can now be combated with procaine 
and other antispasmodics administered by para- 
vertebral sympathetic infiltration or by intra-arterial 
injection, and thrombosis by anticoagulants, the most 
important of which is heparin. Yet Anprus,® 
reviewing cases treated with anticoagulants and 
antispasmodics without embolectomy, states : 

‘it must be admitted that almost all patients who 
had suffered embolism of the leg vessels and survived 
without gangrene had some impairment of function of 





8. Andrus, W. De W. 


Arch. Surg. 1950, 60, 511. 
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the limb. Their disability varied from mild weakness 
and signs of circulatory deficiency such as intermittent 
claudication to severe weakness and neurologic disturb- 
ances such as numbness, tingling or spontaneous pain 
in the involved extremity. In the elderly arteriosclerotic 
patient this, while not ideal, presented a_ tolerable 
condition, but in a number of younger patients it con- 
stituted a serious handicap to an active life.” 

AnpRvs concludes that in patients seen less than 
twelve hours after the onset of femoral or popliteal 
embolism secondary to rheumatic heart-disease with- 
out cardiac decompensation, the addition of embolec- 
tomy to conservative measures would improve the 
early results and avert much of the late disability. 
He holds that embolectomy is imperative for all 
patients with saddle emboli of the aortic bifurcation, 
or emboli in the iliac arteries, who will tolerate the 
operation. At present arterial embolism should 
always be regarded as a potential surgical emergency, 
and the patient should immediately be placed under 
conditions where prompt operation is _ possible. 
Forty * writes thus : 

** Decision is the keynote of success in the management 
of peripheral emboli. Preparations must be made for 
operation at the earliest possibie moment. Temporizing 
measures should only be considered when the cardiac 
state of the patient absolutely contraindicates operation 
—a rare contingency when it is remembered that most 
embolectomies can be performed under local anesthesia. 
In the interval between the onset of symptoms and 
operation all possible measures should be employed to 
promote the collateral circulation and to delay throm- 
bosis. Occasionally such an improvement in the circula- 
tion of the limb will follow sympathetic block and 
administration of heparin that postponement of operation 
will be justified. Only recovery of such degree that the 
peripheral pulses re-appear can justify persistence with 
non-operative measures beyond 8 or 10 hours. After 
this interval embolectomy is menaced by rapidly 
diminishing chances of success, but with the use of 
heparin and sympathetic block the period for possible 
successes may come to be appreciably extended. When 
exploration reveals adherence of the embolus, secondary 
thrombosis or a damaged arterial lining, arteriectomy 
and perhaps disobliterative endarteriectomy offers the 
best hopes of conserving limb, function and life.” 

Further improvement of medical or surgical treat- 
ment may finally bring embolism decisively within 
the orbit either of the physician or of the surgeon : 
or perhaps a more discriminating appreciation of 
the needs of each patient may bring both together 
with better results than either can obtain alone. 
Meanwhile, more data should be collected on the 
long-term functional results in limbs which have 
survived an embolus under conservative and under 
operative treatment. 


Milk and Water 


THERE has long been a tenet that a mother who 
has insufficient milk for her baby should drink as much 
as she can. It is a natural enough belief, and there has 
seemed to be more to it than mere wishful thinking 
because of the misleading facts of the draught reflex. 
When a baby goes to the breast there is normally a 
centripetal nervous stimulus which evokes a humoral 
discharge from the posterior pituitary gland. This 
secretion, carried round the body, causes contraction 
of the myo-epithelial cells round the alveoli of the 
mammary gland. ‘The pressure within the breast 
rises sufficiently to give the mother a sudden tense 


9. Forty, F. Postgrad. med. J. 1951, 27, 117. 
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feeling in the breasts, and milk often runs from the 
nipples. Many people who have to deal with lactation 
—farmers, doctors, nurses, and mothers—have diffi- 
culty in believing that this is not the time when the 
milk is made : in fact, it is made at an almost constant 
rate day and night. The draught reflex is the essential 
part of the mechanism of milk withdrawal. This 
reflex, evoked primarily by the baby taking the breast, 
can also be set off, when the breasts are full, by the 
mother thinking about her baby or performing 
actions associated with feeding-time. Many women 
who make a habit of drinking water immediately 
before a feed experience the draught reflex on taking 
any cold drink. This is the misleading fact, for as the 
mother puts the glass down she feels the “ milk 
coming into her breasts”? and may see it flowing out, 
so she naturally concludes that she has been making 
some extra milk. Successful lactation requires an 
effective and appropriately timed draught reflex, 
and research has shown that the reflex should not be 
falsely evoked. In the cow the corresponding reflex, 
when elicited, must be followed by milking at exactly 
the right time or the milk yield is reduced; and 
it cannot be so effectively evoked a second time. In 
the human the draught is more vigorous when the 
child takes the first breast than when he takes the 
second, and presumably it cannot be constantly 
repeated. A draught reflex evoked by a cold drink 
may therefore expend the vigour that should have 
been saved for the baby when he takes the first side. 

The false evoking of the draught reflex, which is 
probably the basis of the hydration treatment of 
deficient milk secretion, may thus be an actual 
hindrance to lactation. Moreover, as GUNTHER has 
lately pointed out,’ the flooding of the body with 
water is likely, on its own account, to antagonise the 
draught reflex, Cross? has shown that the draught 
is accompanied by another posterior pituitary effect— 
the antidiuretic action. If diuresis has been forced 
on the body by water drinking, the secretion of the 
posterior pituitary antidiuretic substance must be 
impaired, even though its accompanying effect of 
producing contraction of the myoepithelial cells would 
be appropriate. 

Despite these physiological considerations, the 
custom prevails of persuading mothers to drink large 
volumes of fluid. Six pints of water, in addition to 
tea, coffee, cocoa, milk, and soup, is not an unusual 
daily amount. Some mothers complain that they are 
sick of water, and all who are taking these large 
quantities of fluid find frequency troublesome even 
when they are up and about and do not have to wait 
for a bedpan. They will therefore be grateful to 
Professor ILLINGWorRTH and Dr. Ki_patTrick who, 
in an investigation described in this issue, have 
demonstrated that lactation is hindered rather than 
helped by much drinking. They found that mothers 
who drank only as much fluid as they felt inclined 
were able to give more milk on the ninth day after 
delivery than a comparable group of women who 
deliberately took nearly six pints a day. Those who 
were left to their own inclination took an average of 
about three and a half pints daily. So we would 
be wiser and kinder to offer, rather than prescribe, 
fluids at the time of lactation. 


1. Gunther, M. Univ. Coll. Hosp. Mag., Lond, 1953, 38, 82, 
2. Cross, B. A. J. Physiol. 1951, 114, 447 
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Annotations 


CHOOSING UNDERGRADUATES 

RACE-HORSES, uncertain, coy, and hard to please, are 
notoriously rough on the prophets ; but compared with 
entrants to university education they are models of 
predictability. Those who have to assess, in advance and 
on short acquaintance, the likely performance of a horde 
of young persons wearing the muffin-like mask of 
adolescence, are confident—like ether followers of form 
of their flair for picking winners. 

But such evidence as we possess by no means fully 
justifies their faith in themselves. According to a new 
P.E.P. broadsheet, few studies have been made of the 
causes of failure of students (defined, that is, in terms of 
failure to get a degree) ; but at a conference of the Home 
Universities last year Sir Alexander Carr-Saunders gave 
some results of an analysis made at the London School 
of Economics. 

In 1949, 305 full-time students were admitted to the school 
to read for the degree of B.sc.(con.). All should have taken 
the degree in 1952, but only 207 did so. Of the 98 who did 
not, however, 33 were not they transferred to 
other courses or withdrew for personal reasons. The remaining 
65 failed at examinations at the end of their first, second, or 
third year. Only | did, in fact, fail in the third year, at the 
final examination. The interesting thing, however, is that, at 
entrance, 27 (41°) of the 65 failures were considered to be 
first-class, and 31 to be good ; the remaining 7 were thought 
to be adequate. 


* failures ”’ 


A parallel study was made by the Working Party on 
University Awards,2, who found that of the under- 
graduates of one university who took good degrees (firsts 
or good seconds) from 1935 to 1941, 46% would not have 
qualified for awards on their marks in the Higher 
Certificate examination. 

At the moment, there are available every year 2000 
State scholarships (including 30 scholarships for mature 
students and 120 technical scholarships). The Ministry 
of Education have undertaken to supplement up to 2000 
open university scholarships of an annual value of £40 
or more, and so far there are 1400 of these. In addition, 
there are 8800 major awards by local education author- 
ities. Of the 22,000 undergraduates entering universities 
in 1951-52, over 15,000 were assisted with public funds 
from one or other of these sources. The idea is that the 
university awards supplemented by the Ministry should 
go to outstanding students, selected by competitive 
examination, while the local-authority awards should 
provide for the good average student. Each of the 146 
local education authorities decides the number of its 
awards, their value, and the conditions on which they are 
made; but only 40°, of the money comes from local 
rates—the rest is provided by the Government. When it 
comes to deciding who is to have awards, the universities 
not unnaturally think that they should pick their own 
entrants, and that any young person who, in their 
opinion, is good enough to be offered a university place 
is also good enough to be offered a local-authority award 
which, indeed, should come to him as a matter of course. 
The local authorities not unnaturally think that as they 
are providing nearly half the money for their awards they 
should have the right to say who will get them. Many 
make an award conditional on the candidate’s getting a 
university place; but it is not unknown (though it is 
unusual) for a student who has been accepted by a 
university to be subsequently refused an award by the 
local authority. Moreover, according to the local 
authorities, the universities are not necessarily the best 
pickers. P.E.P. quote a correspondent : 

‘* Loeal authorities are noticing an increasing number of 
rejects after the first year in a university. Every reject means 


1. Planning, 1953, 19, 249. Issued by Political and Economic 
Planning, 16, Queen Anne's Gate, London, 8.W.1. 
2. Set up by the Minister of Education, 1945. 
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that anything between £150 and £250 has, so to speak, been 
thrown out of the window. Im fact some local education 
authorities have doubts (and some of them considerable 
doubts) about the selection procedure of some universities.” 


Generally speaking the universities base their decisions 
on the young person’s school examination performance, 
supplemented in some cases by his success in a college 
entrance examination, on his school record and testi- 
monials, and usually on an interview. Some of the 
larger universities do not attempt to interview all 
candidates ; the numbers seen range from 10% to 80%. 
Those universities which use the interview for all candi- 
dates prize it highly as a selection procedure. The 
universities themselves are the first to admit that existing 
entrance tests do not measure the candidate’s power of 
adapting himself to a new environment, a new approach 
to subjects, a different method of study, and the other 
changes implied in the transition from school to 
university. And again, what is success? Is the final 
examination of the university a good enough criterion ? 
P.E.P. quote a statement by the Civil Service Selection 
Board that the 100 candidates whom the board placed 
at the bottom of the 3000 they examined over a period of 
three years included 60 who had been university or college 
scholars, 20 who had held State or county scholar: 
ships, and 10 who had first-class degrees. It seems that 
the criteria applied in the university do not necessarily 
overlap with those applied elsewhere. 

In this puzzling situation P.E.P. come to the con- 
clusion—in some ways unexpected—that responsibility 
for selection should rest solely with the universities, and 
that the granting of an award should automatically follow 
the acceptance of a student by a university. This could 
be arranged, they suggest—and no doubt they are right 
if the Government assumed full financial responsibility for 
all awards and not merely for 60% of their cost, as at 
present. All candidates, they say, would then have at 
least an equal chance of being considered for a place. 
They also think there might be a more liberal policy of 
admissions to the university followed by a more rigorous 
weeding-out at the end of the first year, when those 
unlikely to complete the course are more easily detected. 
(The effect of such a measure on the suicide-rate among 
undergraduates is a matter for speculation: it might, 
of course, reduce it.) But even if the grumbles of the 
local education authorities were thus effectually silenced, 
the general public would surely deserve some assurance 
that the best boys and girls were getting the awards, and 
that money was not being wasted. The universities 
recognise that their methods of selection fail to take into 
account some of the qualities which go to make a good 
student ; and research on selection problems is now in 
progress. When the results of the Nuffield Foundation 
and Medical Research Council inquiries are published 
they will no doubt influence not only techniques of 
selection but also the content of university courses, and 
methods of teaching. We must not, however, expect 
miracles, even then: it is most unlikely, as P.E.P. are 
careful to point out, that these findings will produce “a 
single compendious test which, applied at the school- 
leaving stage, will enable accurate forecasts of per- 
formance to be made.”’ 


A HAZARD OF ANASTHESIA 


An endotracheal ‘tube is generally regarded as a 
certain safeguard against the possibility of respiratory 
obstruction during anesthesia. Its everyday use has 
not only safeguarded many lives, but has made many 
operations incomparably easier—particularly those on 
the head and neck. Even an endotracheal tube, how- 
ever, may be kinked, or, as in a recently reported fatal 
case,! obstructed by an inflated cuff. Anesthetists 





1. Glasgow Evening News, Noy. 12, 1953. 
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who have not already given thought to this possibility 
should note that an inflated cuff may block the end of 
an endotracheal tube if the lower edge of the cuff is 
close to the end of the tube and the rubber of the cuff 
is very thin. It may also block a soft endotracheal 
tube by compressing the lumen of the tube. Softened 
tubes—usually the result of long boiling and greasy 
lubricants—should be discarded. 


W.H.O. IN AFRICA 

FOLLOWING a general policy of decentralisation, W.H.O. 
transferred its African regional oflice from Geneva to 
Brazzaville in October, 1952; and the director of this 
office has now reported on the first year’s work. The 
difficulties of recruiting an international administrative 
and secretarial staff for work in Africa have been made 
worse by placing the office in one of the most expensive 
towns in the whole world (W.H.O. have had to rent 
apartments for their staff at $285 a month); the town 
lacks a reliable supply of water and electricity, and the 
small staff have had so many purely domestic problems 
that it is remarkable that they have been able to get 
around at all. Nevertheless, the director, the public- 
health medical officer, the sanitary engineer, the health 
inspector, the nurse, and the cultural anthropologist, 
who comprise the main executive part of the staff, have 
all toured widely. They have started to persuade the 
various African governments of the advantages of 
codperation in international health and have initiated 
local educational projects. The account suggests that 
the Organisation still demands from its staff some of the 
adventurous spirit of the nineteenth-century African 
pioneers. 

In the second half of the report the director, Lieut.- 
General F. Daubenton, allows himself, on retirement after 
three years of office, some general reflections on health 
work in Africa. He points out that without the help and 
codperation of enlightened Africans all foreign plans 
must fail. No large-scale plans for technical or other 
development in Africa should begin without profound 
study and research ; Festina lente is the motto recom- 
mended for enthusiasts. The African village will for a 
long time be the site of the most important health 
problems ; and here he quotes Dr. J. M. Karefa-Smart, 
one of his staff : 

“The sense of community is paramount. People do not 
live for and to themselves in the village. All ethical values 
derive from the demands of what is good for the com 
munity, and for the most part, individual goals and 
objectives are tolerated only if they contribute towards 
and do not conflict with the goals and objectives of the 
community as a whole. Secondly, an understanding of 
the village permits of no division of the life into separate 
compartments. Just as there is in the mind of the villager 
no interruption in the continuity of life, from the spirit 
world at birth back to the spirit world at death, so there 
is no separation of the economic or material from the spiritual 
components of village life. All of life is one.” 


Thus no scheme should be started unless its purport has 
been thoroughly explained and the codperation of the 
villages concerned effectively secured. Otherwise material 
will be unappreciated and machines and machinery, 
foreign to their ideas, will be neglected. 

In Africa today it would be better to have early 
twentieth-century medicine widespread, rather than the 
most modern forms of treatment within the reach of 
only a few. In his travels General Daubenton has seen 
an X-ray plant where there was no reliable electricity, 
an elaborate obstetrical table unused while the ‘‘ bearing- 
down’’ rope attached to the ceiling badly needed 
replacement, and heavy dental and other equipment 


imported before the local roads and bridges could support 





1. Report of the Director of the Regional Office of Africa, 1953. 
RC3/AFR5. Obtainable from W.H.O., Palais des Nations, 
Geneva. 


ANNOTA 


TIONS [pEc. 5, 1953 1197 


them. These errors could have been avoided by more 
thought and less hurry. Industrialisation in Africa has 
started and will go on. Africans themselves ask for it, 
but only a few of them may realise how industrial 
development will alter their philosophy, their traditions, 
and their social culture. Undoubtedly the most important 
task before W.H.O. in Africa is educational. But all 
forms of medical training must do more than teach 
techniques ; for new techniques will have to be integrated 
with a social philosophy adapted to a new Africa and 
acceptable to Africans. 


THE SEAWEED FLIES 

DuRING the past few weeks South Coast towns have 
been much troubled by a spreading plague of flies 
breeding on seaweed. The insects have been identified 
as belonging to the genus ca@lopa,! which has long been 
recognised along the Atlantic seaboard of Europe from 
Spain to Norway. The fact that it has not previously 
made itself a nuisance explains why little is known 
about it other than its morphology. The present invasion 
is a new phenomenon which started in late August and 
grew to much greater proportions during September and 
the mild weather of October. The flies and their larve 
have been detected in seaweed and especially in the 
shingle on beaches from Dorset to Kent; and they 
have spread to the Home Counties, probably in loads of 
shingle carted inland as building material. Attracted by 
certain hydrocarbon compounds, the flies have swarmed 
in dry-cleaning establishments, metal works, cellulose- 
spraying booths, and other places where organic solvents 
are used. There is at present little evidence that they are 
attracted by food or refuse, but it is impossible to rule 
out danger to the public health from this cause, for 
flies can change their habits. 

The breeding area is that part of a shingle beach 
which is reached by the sea only at the highest tides in 
the fortnightly cycle. Here, below the surface of the 
shingle, at a depth to which neither rain nor extremes 
of temperature can penetrate, are ideal breeding condi- 
tions of saline moisture and inexhaustible quantities of 
macerated seaweed. The larve hatching from the eggs 
penetrate several feet into the beach, and after pupation 
they appear as flies, which then emigrate to the dry 
beach above high-water mark. They seem able to com- 
plete their life-cycle in the crevices of the shingle, though 
warm sunshine brings them out in thousands to swarm 
in a frenzy a few inches above the pebbles. Sometimes 
they rise several feet above the beach and settle down 
in steady flight—always towards the east. It is this 
surprising habit which has led to the spread of the 
invasion up the channel coast. 

Measures to control the plague have been hampered 
by lack of information about the life-cycle and habits 
of the fly and its larva, but energetic experiments by 
the health department of Brighton have yielded many 
useful data on the insecticides to be used and their 
methods of application. There are two difficulties to be 
overcome: the rapid provision of measures to control 
the fly nuisance on the beaches of holiday resorts ; and 
the much greater problem of disinfestation of the tidal 
strip of the Channel coastline. The day-to-day control 
of the flies in the holiday season can probably be achieved 
effectively enough by a suitable ‘* knock-down ’’ insecti- 
cide in the form of a fog or light spray. But the clearing 
of some two hundred miles of coast can be quickly accom- 
plished only if the Government takes steps to supple- 
ment and codrdinate the work of the local authorities, 
as was urged in the House of Commons last week. 
Coérdination is necessary from the outset not only to 
achieve the complete success which will eliminate an) 
reservoir of future infestation but also to ensure that 
the insects do not become resistant to insecticides 





1. See Lancet, Nov. 21, 1953, p. 1106. 
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because of inadequate doses. Meanwhile the Ministry 
of Health and local health authorities will be keeping 
a look out for any disagreeable moves by the flies ; 
from the epidemiologist’s point of view they seem to be 
remarkably well behaved at the moment. 


HEPATIC CIRRHOSIS AND PROSTATIC 
ENLARGEMENT 

Wuereas the secretion of hormones is exclusively 
a function of the endocrine glands, their excretion and 
inactivation, by which a balance is maintained, appear 
to be mainly controlled by the liver. In the liver they are 
converted to inactive derivatives or to compounds more 
readily excreted by the kidneys than the unchanged 
hormones. Although much of the recent work on this 
subject has been concerned with the steroid hormones, 
there is also evidence that thyroxine and the posterior 
pituitary antidiuretic factor also undergo at least partial 
inactivation in the liver. In view of this extremely 
important hepatic function, it is not surprising that 
sions of endocrine disturbance are now well-recognised 
features of liver disease, especially of cirrhosis.1? These 
signs arise predominantly from hypereestrogenism, and 
they include gynecomastia, testicular atrophy, and loss 
of libido in men, and menstrual disorders and impaired 
fertility in women. 

Fortunately the results of hormonal imbalance are not 
always a disadvantage to the patient. This is well 
shown by Stumpf and Wilens* in their study of the 
incidence of prostatic enlargement in portal cirrhosis. 
Their figures were collected from necropsies on 333 
patients with cirrhosis and 359 non-cirrhotic controls. 
Both groups consisted entirely of men over 50 years old. 
In the control group 53% had gross prostatic enlarge- 
ment—a proportion that agrees well with other published 
data for this condition ; but in the cirrhotic group only 
30% had enlarged prostates. If only the moderate and 
severe cases of enlargement are included, then the 
difference is even more striking—namely, 30% in the 
controls and 8% in those with cirrhosis—and becomes 
statistically significant. Not only were those with cir- 
rhosis less likely to get prostatic hypertrophy, but the 
figures also indicated that when the prostate did enlarge 
it did so later than in the controls. For example, in the 
men with severe cirrhosis in the age-group 50-69, the 
frequency of moderate or severe prostatic hypertrophy 
was 6%, compared with 28% in the controls, whilst in 
the 70-79 age-group the corresponding figures were 17% 
and 23% respectively. Confirmation of this inverse 
relation between cirrhosis and prostatic enlargement is 
provided by the much greater incidence in the control 
groups of the secondary results of prostatic hyper- 
trophy—e.g., hypertrophy of the bladder (which was twice 
as common) and hydro-ureter (which was four time’ as 
common), 

In speculating on the cause of these differences Stumpf 
and Wilens rightly say that “the condition is not 
necessarily hormonal in nature, yet the fact that cestro- 
gens are not properly inactivated in liver disease suggests 
that these may be involved.” It is well established 
experimentally that oestrogens can antagonise the stimu- 
lating effect of androgens on the prostate in castrated 
animals. Moreover, the beneficial effect of castration 
upon benign prostatic hypertrophy suggests that the 
stimulating effect of the testicular androgens is of 
significance in the pathogenesis. If this be 80, then the 
antagonistic effect of the hypereestrogenism associated 
with cirrhosis could account for the lower incidence of 
prostatic hypertrophy. An alternative or contributing 
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mechanism may perhaps be related to the fall in 17- 
ketosteroid excretion in cirrhosis.’ Testosterone, which 
has a hydroxyl group on carbon atom 17, is much less 
active in stimulating the prostate than the androgens, 
such as androsterone, with a ketone group at C17.* If 
the fall in ketosteroid excretion in cirrhosis is due to 
inadequate oxidation of the testosterone type of androgen 
to the androsterone type, then the stimulus to prostatic 
hypertrophy would be much reduced. It is apparent, 
however, that until more is known of the etiology of 
benign prostatic enlargement, any explanation of the 
inhibitory effect of cirrhosis can only be speculative. 
Nevertheless, this effect of cirrhosis strongly supports the 
hormonal-imbalance theory, and encourages the view 
that prophylaxis, and perhaps treatment, may one day 
be successfully achieved by hormone therapy alone. 


CLOSURE OF THE LARYNX 

THE comparative anatomical studies of Negus? 
indicate that the larynx is primarily a sphincteric 
mechanism designed to prevent the entry of water or 
other noxious substance into the lungs and to regulate 
the flow of air to and from the lungs ; the production of 
sounds appears to be a later development. Complete or 
partial obliteration of the laryngeal lumen during 
vocalisation, swallowing, and other manceuvres is usually 
described as closure of the glottis (apposition of the vocal 
cords). It is believed that the vestibular folds may 
prevent expiration, but they are not thought to play any 
part in normal phonation. Muscular closure of the 
superior aperture of the larynx was described by Stuart.® 
By means of cineradiography in the anteroposterior and 
lateral projections, combined with the usual method of 
examination, Ardran et al.® have obtained further 
information on laryngeal behaviour. 

During quiet breathing the. laryngeal lumen is wide 
open and little movement takes place. The vocal folds 
are turned upwards over the laryngeal ventricles so that 
the airway is not obstructed. When closure occurs the 
whole of the airway from the level of the vocal folds to 
the superior aperture of the vestibule is obliterated by 
spbincteric muscular action. Complete or partial closure 
may take place while holding the breath, coughing, 
performing any act that requires rigidity of the trunk 
muscles, and swallowing. There is also a mechanism 
whereby the vocal folds are turned down across the 
airway with narrowing of the airway above, and speech 
is always associated with partial closure of the vestibule 
and vestibular folds. 

This sphincteric closure of the larynx from the level 
of the vocal folds upwards protects the airways during 
the act of swallowing’; the epiglottis turns down over 
the mouth of the larynx, but this happens only towards 
the end of the act of swallowing and after the bulk of the 
bolus has passed the entrance to the larynx, which may 
still be open at the time. A little of the bolus commonly 
enters the vestibule and may even descend as far as the 
ventricle without causing coughing and without the 
subject being aware of the fact. In normal people this 
portion of the bolus is always expelled on the obliteration 
of the laryngeal lumen when the last of the bolus 
leaves the pharynx. Patients with a disorder of the 
larynx—for example, in acrosclerosis—may fail to 
clear the vestibule of bolus residues in the normal 
way. 


5. Schedl, H. P., Ditto, K., Bean, W. B. J. Lab. clin. Med. 1953, 
42, 116. 


6. Selye, H. Textbook of Endocrinology. 
- Negus, V. E. Comparative Anatomy and Physiology of the 
Larynx. London, 1949. 
8. Stuart, T. P. A. Proc. roy. Soc. 1891—92, 50, 323. 
9. Aupion, G, M., Kemp, F. H., Manen, L. Brit. J. Radiol. 1953, 
6, 497. 


Montreal, 1947; p. 613. 


10. Ardran, G. M., Kemp, F. H. Jbid, 1952, 25, 406. 
11. Ardran, G. M., Kemp, F. H., Truelove, S.C. Gastroenterologia, 
Basel, 1953, 79, 361. 
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CaNncER of the breast has long been recognised as 
commoner in single than in married women, and the 
difference has usually been attributed to the protective 
effects of pregnancy or lactation. Cancer of the uterus, 
on the other hand, is commoner in married than in single 
women, and one of the reasons usually given for this 
is that childbearing increases liability to cancer of the 
uterine cervix. Thus Gagnon (1950) found no case of 
cancer of the cervix in a twenty-year survey of 13,000 
Canadian nuns. These different tendencies for mortality 
from cancer of breast and uterus in relation to marital 
status for England and Wales in 1948-49 are shown in 
table 1. As the age-distributions of married and of 


TABLE I—MEAN ANNUAL DEATH-RATES FROM CANCER OF BREAST 
AND OF UTERUS PER MILLION WOMEN, SINGLE AND MARRIED, 
BY AGE, IN ENGLAND AND WALES, 1948-49 











Breast | Uterus 
Age (yr.) 











Single | Married} Single | Married 





15-24 a os es 1 1 1 4 
25-34 as am oe 21 33 13 23 
35-44 aa os ce 236 200 68 85 
$5—54 i ais -- | 663 | 469 174 294 
55-64 % ae - 935 | 738 | 333 18 
65-74 0% ee oe 1319 1003) | 451 604 
75 or more .. ah 5s 2044 1423 | 567 625 


Equivalent average death- 
rate for females aged 15 


or more 746 552 230 308 


single women are very different, the crude rate for all 
females aged 15 or more would give a misleading 
comparison, and standardisation has been carried out 
by means of the equivalent average death-rate—i.e., 
the simple average of the rates at each of the seven 
age-groups shown. ‘ 

That the relation between marital status and cancer 
of the uterus involves mainly cancer of the cervix is 
indicated by table 11, which compares mortality certified 
as due to cancer of cervix, body of uterus, or simply of 
uterus without further details of site. At older ages 
the last group unfortunately greatly outnumbers the 
two others. Mortality from cancer of the cervix was about 
twice as high in married women as in single women. 
Cancer of the body showed little difference between the 
two classes of women, but what difference there was 
indicated a small excess among single women. The 
undefined group of uterine cancers, presumably composed 
mainly of cancers of cervix and of body in their natural 
proportions, showed some excess in the married group, 
as would be expected because of the effect of the cervix 
cases it contained. The equivalent average rates at 
ages 15 and over in tables 1 and 1 can be summarised as 


follows : 
Single Married 


Breast ee oe oe a 746 552 
Uterus .. as ae mye 230 308 
Cerviz. . as is ar 62 137 
Body .. is es a 39 31 
Uterus, other .. she ; 128 139 


Since 1921 Australian mortality statistics have dis- 
tinguished between cancer of various sites among single 
women, married childless women, and married women 
who have borne children. Dorn (1943) analysed these 
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Australian data for various sites, including breast and 
genital organs. For the years 1919-23 the standardised 
death-rates per 100,000 were as follows : 


aan Married Married 
nncver "without with 
gies children children 
Breast rs “_ ie 40 34 24 
Female genital organs a 30 44 33 


From these figures it was concluded that motherhood 
protected against cancer of the breast, but it was also 
suggested that mortality among married women without 
children was less than among single women, partly 
because a higher proportion of married childless women 
than single women probably become pregnant and in 
addition the mortality of married women is in general 
lower than that of single women. 

Cancer of the uterus was not shown separately for 
1919-23 in the Australian data, but Dorn was able to 
distinguish it separately for 1931-35, obtaining the 
following relatives indices, married women with children 
being taken as 100: 


Married Married 
with Single but 

children childless 
Breast re ‘ie ic 100 145 137 
Uterus aa ue a 100 80 137 


As the Australian census of 1933 did not enumerate 
the two classes of married women separately, the above 
indices were calculated upon populations assumed to be 
in the.same proportions as deaths from all causes, an 
assumption which, though not strictly correct, would 
not seriously invalidate the conclusions drawn—namely, 
that motherhood protects against cancer of the breast, 
and that childless married women had the highest 
mortality from cancer of the uterus, and single women 
the lowest. 

Johnstone and Hosker (1948) also studied the 
Australian statistics and were led to two _ possible 
conclusions : 

‘“‘(a) that circumstances attendant on marriage as such, in 
contradistinction to procreation, exert some influence 
on cancer of the breast and of the uterus ; 

(b) that sonfe obscure form of selection favours nuptiality 
among people less prone to malignant disease at one 
site or more prone to malignant disease at another.” 


In England and Wales since 1938 information has 
been obtained at death registration as to whether or not 
a@ woman who had been married had ever had children. 
Those who had had children have been designated 
‘* fertile,’’ and those who had not had children “ infertile.”’ 
These terms apply not to the ability of the woman to 
have children but simply to whether or not she had in 
fact had’ any. Analysis of the proportions of women 
dying infertile among women dying from various causes, 
including cancer of breast and of uterus have been 
published by the Registrar-General (1947, 1951) and 
discussed in the Statistical Reviews for 1938-39 and 
1940-45 ; and a much fuller analysis, based upon pro- 


TABLE II—-MEAN ANNUAL DEATH-RATES FROM CANCER OF 
CERVIX AND BODY OF UTERUS PER MILLION WOMEN, SINGLE 
AND MARRIED, BY AGE, IN ENGLAND AND WALES, 1948-49 


Uterus not 


Cervix Body further defined 


Age (yr.) - 





Single |Married Single |Married| Single |Married 


15-24 aI isl 1 


: - y | 3 
25-34 os = 7 {| 45 1 0-4 of 3 
35-44 re ee 32 | 53 7 4 28 28 
45-54 cs in 64 170 28 18 84 107 
55-64 x oe 90 259 68 o2 174 208 
65-74 uy ao oo 254 83 68 252 | 281 
75 or more v~ | 800 207 87 78 352 | 341 
Equivalent average 
death-rate for 
females aged 15 | 
or more.. - 62 137 39 31 128 139 
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portionate mortality from all causes is given in the text 
volume for 1948-49 (Registrar-General 1953), where 
mention is made of the ‘‘ complex interplay of selective 
influences’? that complicate the interpretation of the 
rates for the different marital and fertility classes, 
particularly at the marrying and childbearing ages. 

Although annual estimates of the numbers of single 
and married women of different ages in the population are 
regularly available, the proportions of living married 
women who have or have not had children is not usually 
known. However, the 1% sample results of the 1951 
Census (Registrar-General 1952) give the proportions 
of fertile and infertile married women up to age 50. 
These proportions, together with the proportions of 
deaths from all causes at ages over 50 among fertile and 
infertile married women, have been used to calculate 
death-rates at separate ages in relation to the populations 
at risk in 1948-49 for the various marital and fertility 
classes. 

That populations at risk estimated from numbers of 
deaths from all causes are not satisfactory at younger 


TABLE III—MEAN ANNUAL DEATH-RATES FROM CANCER OF 
BREAST PER MILLION WOMEN, SINGLE, MARRIED INFERTILE, 
MARRIED FERTILE, AND WIDOWED AND DIVORCED, BY AGE, 
IN ENGLAND AND WALES, 1948-49 

W idowed 


Married | Married 


Age (yr.) Single | joe. si, tile and 
’ infertile fertile divorced 
15-24 l 3 - 
25-34 21 25 35 65 
35-44 236 260 189 278 
45~54 663 512 158 512 
55-64 935 900 705 806 
65-74 , 1319 1267 956 1111 
75 or more. 2044 1918 1337 1764 
Equivalent average death- 
rate for females aged 15 
or more .. oa << | Fas 697 | 526 648 


ages but are probably adequate at ages 45 and over can 
be concluded from the following figures showing the 
proportions of (a) childless married women among all 
married women at the 1951 census ; and (b) deaths from 
all causes in 1948-49 of childless married women among 
deaths from all married women : 


Age (a) (b) 

15 3% ‘3 0-480 ae 0-469 
25- 0-210 0-274 
35 0-157 0-209 
45 oe +8 0-206° .. 6 0-200 
55 ~ < ce se 0-168 
65 ok — K% % 0-150 
75 + = i 0-149 


* Ages 45-49 only. 


By ages 45-54 the difference between the two propor- 
tions is negligible, and probably remains so at higher ages. 


Cancer of Breast 

Death-rates per million women by age and by marital 
and fertility status are shown in table m1. The equivalent 
average rates for single and for childless married women 
(746 and 697 per million) were higher than the average 
rate for fertile married women: 526 per million—..e., 
cancer of the breast was lower among women who had 
borne children. Intermediate between these two 
of rates came those for widowed and divorced women : 
648 per million. At ages under 35 the rates for fertile 
married women were higher than those for infertile 
married women. This apparent reversal of the cancer 
risk among young women compared with old is almost 
certainly not fortuitous but indicates that at these 
ages fertile women are more liable than infertile women 
to die from cancer of the breast, although the opposite 
oceurs at later ages. The same sort of relationship was 
noted by Dorn (1943) in the Australian data for 1919-23 
and was dismissed as of no importance, because of the 
small numbers of deaths involved; but it was sub- 
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TABLE IV—-PROPORTIONATE DEATH-RATES FROM CANCER OF 
BREAST PER 10,000 DEATHS FROM ALL CAUSES, SINGLE, 
MARRIED INFERTILE, AND MARRIED FERTILE WOMEN, BY 
AGE, IN ENGLAND AND WALES, 1948—49 





aay ae nee Married Married 
Age (yr.) Singh infertile fertile 
15-24 7 — 24 
25-34 91 134 271 
35-44. 684 925 956 
45-54. 1071 1073 940 
55-64 . 749 776 613 
65-74 .. 423 413 314 
75 or more 199 261 185 
Proportionate equivalent death- 
rate for females aged 15 or 
more .. + 7“ a 461 512 472 


sequently noted again in the English data for 1938-39 
(Registrar-General 1947) and 1940-45 (Registrar-General 
1951). Proportionate death-rates for 1948-49 (table rv) 
confirm that there is a difference in the behaviour of 
cancer of the breast in relation to fertility at child- 
bearing ages compared with older ages. But, though 
the rates in table 11 suggest that the class of younger 
women particularly liable to die from breast cancer is 
the fertile married group aged 25-34, the proportionate 
rates (table Iv), while confirming this tendency, also 
suggest that in the next age-group (35-44) both classes 
of married women, fertile and infertile, are more liable 
than unmarried women to die from cancer of the breast. 
Whereas there is clear evidence that after the child- 
bearing age women who have borne children are less 
liable than women who have not, whether married or 
unmarried, to die from cancer of the breast, this relation- 
ship does not hold during the childbearing years, where 
childbearing or possibly the marital state itself seems to 
predispose to death from cancer of the breast. The 
equivalent average rates for all ages over 15 are influenced 
mostly by the high rates of older ages, and show that the 
average risk is less among fertile than infertile married 


TABLE V MEAN ANNUAL DEATH-RATES FROM CANCER OF 
UTERINE CERVIX PER MILLION WOMEN, SINGLE, MARRIED 
INFERTILE, MARRIED FERTILE, WIDOWED AND DIVORCED, 


BY AGE, IN ENGLAND AND WALES, 1948-49 


| = 
Single | Married | Married Widowed 


Age (yr.) canthin iin” t and 
infertile fertile | divorced 
15-24 - - 1 167 
25-34 7 8 17 20 
35-44 32 48 54 108 
45-54 64 139 178 274 
55-64 ~ sais os 90 187 273 319 
65-74 ate és “9 116 212 262 286 
75 or more .. ae _ 128 180 211 301 
Equivalent average death- ee os 
rate for females aged 15 
or more ao _ 62 lil 142 211 
women; but they conceal the important departure 


from this relationship at younger ages. 


Cancer of Uterine Cervix 

The equivalent average death-rates for infertile 
and fertile married women were about twice that for 
unmarried women, the rates being respectively 111, 
142, and 62 per million (table v). For widowed and 
divorced women the rate was 211. In contradistinction 
to the rates for cancer of the breast, there was no variation 
in the marital and fertility relationships at different 
ages; and, although at each age parous women fared 
worse than those who had not had children, the factor 
of marital status apart from fertility also conduced to 
cancer of the cervix. 


Cancer of Uterine Body 
The equivalent average death-rates in table vi indicate 
that single and nulliparous married women both had a 








39 
eral 
Iv) 
r of 
ild- 
ugh 
ger 
r is 
Late 
also 
sses 
ible 
ast. 
ild- 
less 
| or 
ion- 
1ere 
3 to 
The 
ced 
the 
‘ied 
OF 
IED 
‘ED, 


ure 


tile 
for 
i3, 
nd 
ion 
ion 
ent 
red 
tor 


ate 
la 








THE LANCET] SPECIAL 
greater tendency to die from cancer of the uterine body 
than had parous married women, the rates being 
respectively 39, 41, and 29 per million. Widowed and 
divorced women gave intermediate rates, averaging 36 
per million. Although the average rates for all ages 
over 15 suggest that the fertile married women enjoyed 
some advantage, the rates at individual ages do not show 
this tendency with complete consistency. At ages 75 
and over the fertile married class gave higher rates than 
did infertile married women ; this exception is possibly 
of no significance. 
Cancer of Uterus not Further Defined 

Table vii gives the rates for those deaths from cancer 
of the uterus that could not be assigned to either of the 
two more specific sites. The equivalent average rates 
were highest for widowed and divorced women and for 
infertile married women. The figures are provided to 
complete the picture ; but, since they mainly represent 
an ill-defined mixture of cancer of two sites where the 
behaviour of the disease has been shown to be quite 


TABLE VI—MEAN ANNUAL DEATH-RATES FROM CANCER OF 
BODY OF UTERUS PER MILLION WOMEN, SINGLE, MARRIED 
INFERTILE, MARRIED FERTILE, WIDOWED AND DIVORCED, 
BY AGE, IN ENGLAND AND WALES, 1948-49 


Married | Married | Widowed 





Age (yr.) Single | infertile fertile . and 
divorced 

15-24 - 
25-34 1 1 
35-44 | 6 3 3 
45-54 a - “3 28 27 15 23 
55-64 - = “a 68 64 49 56 
65-74 ae 2 + 83 123 58 86 
75 or more .. ‘3 87 66 80 86 
Equivalent average death- 

rate for females aged 15 

or more .. . .* 39 41 29 36 


different in relation to marriage and fertility, it would 
serve no useful purpose to discuss them in detail. 
Discussion 

Though the statistics given in the various tables 
and in the figure indicate clearly that there are definite 
relations between marital and fertility status and 
cancer of the breast and uterus they do not necessarily 
imply direct causal relationship—i.e., that marital or 
fertility status per se predisposes to, or protects 
against, cancer at these sites. Several factors have 
to be taken into consideration before conclusions can 
be drawn. One is the more favourable mortality 
experience in general that is nowadays enjoyed by 
married women compared with single, widowed, and 
divorced women. Thus the equivalent average rates 
from all causes in 1948-49 per 1000 women aged 15 
or more were married women 18, single women 23, and 
widowed and divorced women 27. A second factor is 
physical selection for marriage and for childbearing ; 


TABLE VII—MEAN ANNUAL DEATH-RATES FROM CANCER OF THE 
UTERUS NOT FURTHER DEFINED PER MILLION WOMEN, 
SINGLE, MARRIED INFERTILE, MARRIED FERTILE, WIDOWED 
AND DIVORCED, BY AGE, IN ENGLAND AND WALES, 1948-49 





Widowed 
and 
divorced 


Married | Married 


Age (yr.) Single | infertile | fertile 


| 








1; 3 3 - 
2 7 7 13 
36 37 26 36 
4: | 103 107 159 
55 239 201 227 
65-74 es 331 273 334 
75 or more. . 295 349 400 
Equivalent average death- 

rate for females aged 15 

ormore .. s* se 128 145 138 167 
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Equivalent average death-rates per million from cancer of breast, 
uterine cervix, and body of uterus in females aged 15 or more in 
England and Wales in 1948-49: S, single; MI, married infertile ; 
MF, married fertile. 


women suffering from chronic ill health are on the whole 
less likely to marry, or if married are less likely to have 
children, than other women. This applies mainly to 
women dying within the age-groups at which marriage 
and child bearing mainly occur, though in the case of 
diseases of very long duration the influence of selection 
of this kind may continue to later ages. So far as cancer 
of the breast and uterus are concerned, the influence of 
physical selection may be of some importance, though not 
much, at ages under 45, and of even less importance at 
older ‘ages. A third consideration, assuming that an 
apparent relationship is in fact a causal one, is the 
direction in which this causal influence is operating. 
For example, is it the marital status that conduces 
towards death from cancer of the cervix, or does a 
tendency towards ultimate death from cancer of the 
cervix, due for instance to some hormonal diathesis, 
render a woman more likely to marry ? 

Though the factors just mentioned ought not to be 
ignored, their importance should not be exaggerated ; 
they are not likely to explain the very wide differences 
in the tabulated mortality-rates for the different marital 
and fertility groups, and it is a reasonable conclusion 
that a woman’s marital and childbearing experience 
does to an important degree determine her risk of dying 


TABLE VIII ACTUAL AND EXPECTED NUMBERS OF WOMEN WITH 
BREAST CANCER ACCORDING TO NUMBER OF CHILDREN 
(AFTER SMITHERS ET AL. 1952) 


No. of women Ratio of actual 


No. of aged 45 or Expected aeapiiaiiean 
children more with no. of women | 2° —— 
breast cancer : 
1-3 184 154 1:19 
4-6 48 65 0-74 
7 or more 21 34 0-62 


from cancer of the breast and of the uterine cervix. 
A question that remains to be settled is whether the 
mortality experience of fertile women depends on the 
number of children they have borne, as distinct from 
simply having borne at least one. No help on this point 
comes from either Australian or English vital statistics, 
but the report by Smithers et al. (1952) on cancer of the 
breast gives some data concerning the actual number of 
fertile women aged 45 or more found to have cancer of 
the breast, classified according to the number of children 
they have had, compared with the calculated expected 
number of women with breast cancer in each parity 
group. The results are summarised in table vii, which 
suggests that it is not just the fact of having borne a 
child but the number of children borne that gives fertile 
women over 45 their reduced risk of cancer of the breast. 


Summary 


Death-rates from cancer of the breast in women who 
have passed the childbearing age are higher in single 
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and in infertile (i.e., childless married women) than in 
fertile married women (i.e., married women who have 
borne children). At childbearing ages, however, married 
women, whether they have had children or not, have 
higher death-rates from cancer of the breast than do 
single women, 

Death-rates from cancer of the uterine cervix are 
higher in married than in single women at each age. 
Marital status alone, apart from childbearing, seems to 
be a factor causing this higher mortality. 

Death-rates from cancer of the body of the uterus 
tend to be higher in single and in infertile married women 
than in married women who have had children. 
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GENERAL 


SESSION, 


MEDICAL COUNCIL 


NOV. 24-27 

Sir David Campbell’s presidential address to 
council was reported last week. 

Dr. H. Guy Darn, presenting the report of the Pharma- 
copeia Committee, said that sales of the British Pharma- 
copeia, 1953, totalled 25,358. The British Pharmacopeia 
Commission, 1953-58, held its first meeting in October. 

The council found the arrangements for compulsory 
internship by the University of Hong-Kong satisfactory 
for registration under the Medical Act, 1950. 


the 


Medical Disciplinary Committee 
The committee, with the president in the chair, at 
its first sitting, on Nov. 25, heard three applications for 
restoration of names to the Register. 
The committee, after hearing evidence, directed the registrar 
to restore the name of Stewart Quarterman Servanté. 
The committee did not think fit to direct the registrar 


to restore the names of Arthur James Daly and Sumatapalage 
Reginald Gunewardene. 


POSTPONED JUDGMENTS 

At their sitting in November, 1952, the committee had 
postponed judgment on James Watson Richmond. Dr. 
Richmond appeared and presented testimonials. The registrar 
was not directed to erase his name from the Register. 

Judgment had postponed on William Pitt, 
who presented testimonials. The registrar was not directed to 
erase his name. 

Judgment had been postponed last November for one year 
on Gerald Francis Adye-Curran. In view of the testimony 
which he produced the committee directed the registrar not to 
erase his name. 

The committee took the same course with Archer Wilson 
Dunn, against whom judgment had also been postponed for 
one year. 


also been 


ALLEGED FRAUD 
Oscar Drexler, registered as of 18, Grosvenor Square, 
London, W.1, m.p. New York (1929), was charged with having 
wrongfully retained in his possession £65 entrusted to him 
by Mr. Edward Valentine Nowak for payment to an obste- 
trician for professional services to Mrs. Nowak’s confinement, 
In January, 1953, Mr. Nowak received an account from the 
obstetrician. He took it to Dr. Drexler, whose explanation 
was that the money was paid and that there had been an 
error. In May Mr. Nowak received a second account. 
Dr. Drexler said it had been paid. A writ was issued. It 
was not until after a complaint had been made to the General 
Medical Council that the £65 was given to the obstetrician. 
Dr. Drexler, giving evidence on his own behalf, said that he 
had at the time been in the midst of domestic trouble ; and 
had neglected many things. The committee determined 
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that the facts were insufficient, and they accordingly found 
Dr. Drexler not guilty of infamous conduct in a professional 
respect. 

John Joseph Flanigan, registered as of 25, Church Street, 
Coatbridge, Lanarkshire, m.B. Glasg. (1947), was charged with 
having been convicted in the Sheriff Court, Lanarkshire, 
of causing to be posted to the executive council for the county, 
maternity medical service claim forms in which he pretended 
that an anesthetic had been administered by another doctor, 
and thus obtained additional fees. His sentence of 60 days’ 
imprisonment was varied on appeal to the High Court of 
Justiciary to a fine of £25 with the alternative of three months’ 
imprisonment. Mr. J. Wheatley, for Dr. Flanigan, said that 
this was a case of careless, negligent conduct rather than any 
intention to perpetrate a fraud on the National Health 
Service. Dr. Flanigan had paid the money back to the 
executive council. That his culpability was not great 
was a view shared by the Lord Justice General in his judgment 
in the appeal. The president announced that the committee 
were unable to accept the statement that the circumstances 
in which Dr. Flanigan committed the offence afforded justifica- 
tion for his actions. They were, however, prepared to take 
into consideration the assurance given for his future conduct, 
and postponed judgment for one year. 


William Acton Macllrath, registered as of Wyncroft, Knock, 
Belfast, M.B. Belf. (1928), appeared on a charge of infamous 
conduct in a professional respect. The charge alleged that he 
had disregarded his personal responsibilities to his National 
Health Service patients by accepting full-time employment at 
Cane Hill Hospital, Coulsdon, Surrey, while carrying on a 
general practice at 222, Lewisham Way, London, S.E.4, and 
that he fraudulently claimed and received from the London 
Executive Council grants amounting to £697 towards the 
salary of a trainee assistant and the supervision fee when by 
reason of his employment in a whole-time capacity (which he 
wrongfully concealed from and/or failed to disclose to the 
Council) he was unable to give to any trainee assistant sufficient 
supervision and/or training. The N.H.S. committee which 
inquired into the arrangements for the running of his practice 
fined him £1000.1. The N.H.S. Tribunal had recommended 
that his name should be removed from the list, and on appeal 
the decision of the tribunal was upheld by the Minister. 


After consideration in camera the President stated that the 
committee regarded with the gravest concern the facts which 
were proved. They were unable to regard the statements made 
by Dr. MaclIlrath as affording the slightest justification of his 
actions, which they regarded as deplorable. Nevertheless, 
after careful consideration of all the circumstances and of the 
assurances which had been given concerning his future 
conduct, they were prepared to give him an opportunity of 
implementing those assurances. They would therefore post- 
pone judgment for two years, until the meeting in November, 
1955, but they would expect him to appear again before them 
at the end of one year. 


Gerald Niall Monaghan, registered as of The Beeches, Albert 
Road, Dublin, L.r.c.P.1. (1945), was charged with having been 
convicted at Shrewsbury assizes of five offences of obtaining 
credit and of engaging in trade while a bankrupt. The 
President announced that the committee regarded a conviction 
of this nature as disgraceful for a medical man, but to give 
Dr. Monaghan an opportunity to reconsider his conduct and 
to rehabilitate himself, they had determined to postpone 
judgment for one year. 


IMPORTUNING 

Ratan Noshirwan Bulsara, registered as c/o Bank of India, 
17, Moorgate, London, E.C.2, M.B. Bombay (1945), had been 
convicted at West London Magistrates’ Court for persistently 
importuning male persons. The committee felt it their duty 
in the public interest to satisfy themselves as far as possible 
that the incident in question was an isolated event and not 
indicative of a habit. Judgment was postponed for one year. 


DRUNKENNESS IN CHARGE OF A CAR 

Patrick Kennedy, registered as of 53, East Dulwich Road, 
London, §8.E.22, L.R.c.p.1. (1926), appeared for postponed 
judgment, After considering the report given by his medical 
adviser, the Committee decided to postpone judgment for a 
further period of six months. 





1. See Lancet, 1952, i, 260. 
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Judgment had been postponed against Patrick Joseph 
Conlin, registered as of 1, North Terrace, Mardy, Ferndale, 
Glam., M.B. N.U.I. (1920), who had been convicted of being 
in charge of a motor-car while under the influence of drink. 
The President announced that the committee had learned 
with concern that during this period Dr. Conlin had been 
convicted of a further offence of a similar nature. Judgment 
was further postponed for one year. 

William Francis Hirsch Coulthard, registered as of Balwin- 
nam, Aspatria, Carlisle, M.B. Edin. (1927), admitted a con- 
viction for driving a motor vehicle when under the influence 
of drink. Dr. Coulthard had appeared before the council in 
1946 on a similar charge. The President said that the com- 
mittee took a serious view of repeated offences of this kind, 
but they had determined to postpone judgment for one year. 

Hugh Rinn, registered as of 324, Dudley Road, Birmingham, 
18, m.B. Glasg. (1923), admitted convictions in 1947 and in 
1953 of driving a motor-car while under the influence of drink 
or drugs. Judgment was postponed for one year. 

James William Hay, registered as of 51, Spencer Street, 
Carlisle, m.B. Aberd. (1924), had been convicted of driving a 
motor vehicle when under the influence of drink or drugs. 
Dr. Hay had been before the committee in May, 1951, when 
judgment was postponed; his name had not been erased. 
The President announced that in order to give Dr. Hay one 
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further opportunity of overcoming his tendency to drink to 
excess, the committee had determined to postpone judgment 
for one year. 

DANGEROUS DRUGS 

Joseph Hirschmann, registered as of 118, Maida Vale, 
London, W.9, m.B. Dubl. (1920), had been convicted at the 
court of summary jurisdiction, Clun, of offences of procuring 
pethidine. Dr. Hirschmann’s authority to prescribe dangerous 
drugs had been withdrawn in 1936, and had never been 
restored. He had 1000 patients and was on the obstetric list 
for the county of Salop. 

Mr. F. P. Neill, counsel, said that pethidine was obtainable 
in 1939, but was not in common use. It became popular 
during the war and was used in obstetrics. It had later been 
added to the list of dangerous drugs, so that what had been a 
proper course of action became an unlawful practice for Dr. 
Hirschmann. But he continued to use pethidine, because he 
believed his prohibition covered only drugs to which the Act 
applied at the time of his prohibition. Under the latest 
regulations, any midwife was allowed to prescribe this drug. 
Dr. Hirschmann had made arrangements with a deputy to 
prescribe other dangerous drugs. He obtained pethidine openly. 
There was no suggestion that the drugs had been put to any 
improper use. The committee postponed judgment for one 
year, 





Personal Papers 


CHRONIC OSTEOMYELITIS 


THE purpose of this account is to show how chronic 
indeed is this disease. The duration of my own case for 
twenty-six years is interesting, because the start was in 
the days when acute osteomyelitis was not uncommon 
in children, particularly of poor economic status, and the 
mortality was high. Today it is uncommon, the mortality 
is very low, and chronic osteomyelitis is becoming a 
rarity, the last two facts being due to the advent of 
antibiotics. This account will also show that I am 
probably right in not writing of the “‘ finish ’’ of my case 
being in such and such an era; it is, 1 suggest, a rash 
doctor who pronounces a case of chronic osteomyelitis 
cured. 





* * * 


Twenty-six years ago, then, at the age of eight years, 
although my economic status was not unhappy and I 
was bronzed at the end of a South Coast holiday, a 
classical attack of acute osteomyelitis started out of the 
blue in the right upper tibia. The general practitioner 
—forever afterwards hero and friend—was on to the 
diagnosis like a knife. I use the metaphor purposely 
because the surgeon was not, After some three weeks 
in which the knife was used to relieve pockets of sub- 
cutaneous pus and cellulitis and a severe septicemia 
was fought apparently with sublime innocence and the 
help of a Divinity, 1 was moved across 


night arrived when I went to bed without a bandage 
on either leg. The cool sheets even now can be felt 
touching my ankle. 

The behaviour up to the present time is shown in the 
accompanying figure. The state of the sites is divided 
into five categories : 

(1) Quiescent.—This means absence of pain and the ability 
to lead a busy schoolboy, undergraduate, medical-student, or 
doctor life unhindered. 

(2) Recurrence Threatened but no Incapacity.—Signifying 
pain and the subjective knowledge born of experience that 
a flare-up was imminent, but the current mode of life was 
little interfered with 

(3) Recurrence Threatened with Incapacity.—Tenderness and 
muscle spasm made walking impossible. 

(4) Abscess Formation with Discharging Sinus.—Usually 
by way of the spontaneous breakdown of an old scar or sinus. 

(5) Abscess Formation requiring Surgical Aid.—The collection 
of pus was localised and large. 

* * 4 


None of the recurrences lasted more than three 
months; the average was six weeks. There was no 
significant seasonal factor. My general health has been 
excellent througheut except. for an attack of acute 
appendicitis in 1947. I have tried to determine any 
sause for the recurrences. The figure shows that the only 
years free from these were 1933 and 1934, and 1938 and 
1939. During the former I was as active as I shall ever 
be, no doubt, at boarding-school ; while during the latter 
I was an undergraduate and the period included a working 
trip to the Arctic Circle. I mention this because using 
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the affected limbs or parts somewhat rigorously is not 
therefore a cause, as is often claimed in teaching. What 
is interesting is that the total recurrences of all kinds 
in the ten years preceding the beginning of the late war 
were 5. The total in the next ten years was 13, although 
4 were “ threatened but non-incapacitating.’’ Perhaps 
the rather strenuous mental and physical working 
conditions during and after the war years had something 
to do with it. 

The other striking feature shown by the figure is that 
since 1945 there have been 10 recurrences. The responsible 
organism is Staphylococcus aureus; and penicillin, and 
latterly aureomycin, have been used in big dosages with 
each warning of a flare-up. In the case of the left ankle 
it will be seen that no recurrence has reached the 
‘incapacity ’’ level. The right tibia, however, on 2 
occasions (and the only 2 in the same year) broke loose 
and reached the operation stage. (We even tried—my 
long suffering and patient colleagues and I—intra- 
arterial penicillin on the first of these occasions, via the 
right femoral artery. The idea was to produce a sudden 
great concentration of penicillin in the by-now hyperzmic 
guilty cavity area. Perhaps it did, but it did not stop 
the march of events. For those interested, it did produce 
a great amount of temporary pain and the sensation that 
the lower limb was alternatively going to blow up or 
possibly melt with fire. I hasten to add that my friend 
the surgeon who gave the intra-arterial injection did so 
against his normally perfect judgment; but I was so 
difficult and unpleasant to him that I upset this quality. 
1 only hope he has by now forgiven me for the subsequent 
nightmares I later learned that he had suffered—the 
general theme running on the lines of arterial spasm— 
gangrene—amputation.) 

* * a 

In 1949 I became sensitised to penicillin and suffered 
an attack of giant urticaria, edema, and pyrexia all 
rolled into one. From then onwards aureomycin has been 
used. By inspection of the diagram, it does seem possible, 
then, to keep the recurrences down on the lower level, 
at least in the case of the left ankle, but not to lessen the 
recurrence rate. 

Other points worth mentioning are that, as shown in 
the case of the right tibia, a quiescent period of eleven 
years can lull you into a false sense of security ; that, in 
the great majority of the attacks, general constitutional 
upset lasted only a few days at the beginning of a recur- 
rence; and that pyrexia has always been strikingly 
absent, as has sequestrum formation after the original 
healing. One recurrence was ushered in with great 
ceremony by a rigor, but this sole occurrence led to a very 
minor affair. 

* + * 

The most pertinent question is, How can you stop 
recurrences altogether ? All authorities agree that the 
great obstacle to treatment is the fact that cavities and 
infected bone are very diflicult to reach with antibiotics 
carried in the blood-stream, for extensive thrombosis of 
the nutrient vessels and stripping of the periosteum 
occur in the early attack (Altemeier and Wadsworth 
1948). Many methods of treatment have been tried : 
those of Winnett Orr (1927), Baer (1931), Albee (1933), 
Korney (1937), and Buchman (1937) are examples of the 
many diverse techniques from maggot therapy to 
staphylococcus toxoid. The sulphonamides have not 
been very successful in the treatment of chronic osteo- 
myelitis. The only radical cure seems to be to remove all 
infected bone and to saucerise all cavities, at the same 
time bringing antibiotics into direct contact with the 
areas. This is advocated and described by Basu (1951), 
using aureomycin as the antibiotic ; but his follow-up 
period in 30 cases with no recurrence was never longer 
than six months, and a glance at the figure will show why 
we must wait a considerable time before judging the 
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efficacy of this method. The surgical difficulty of removing 
all possibly infected bone is great, especially in long- 
standing cases of extensive bone involvement. 

The possible mechanism of preventing recurrences 
becoming incapacitating is that, when a _ flare-up 
threatens, the area becomes inflamed and there is greatly 
increased vascularity. This aids the carrying of an 
antibiotic to the required area. In most recurrences it 
will at least apparently prevent an escape or extension 
of the infection. It does seem, however, that, even if 
shamefaced, the organism returns to lurk behind an 
avascular wall. It is hard to have to wait for a reappear- 
ance before dealing with it, but there it is. At present, 
then, it looks as though aureomycin, which has been 
shown to be particularly effective against coagulase- 
positive Staph. aureus (Nichols and Needham 1949), used 
systemically has a place in the treatment of chronic 
osteomyelitis. 

* * * 

For obvious reasons this essay must be anonymous. 
I want to take this opportunity of expressing my deep 
gratitude for constant skill, patience, and kindness from 
so many doctors and friends; and to my parents and 


wife. But, alas, they must all be anonymous too, 
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Medicine and the Law 


A Transfusion Accident 

In an action! before Mr. Justice Hilbery and a jury 
in the Queen’s Bench Division, the plaintiffs sought to 
prove negligence in the administration of a blood- 
transfusion to a 26-year-old man on the day of his death. 
The man’s parents claimed damages from the Southend 
group hospital management committee; and their 
counsel brought evidence to show that the blood used 
in the transfusion was infected and that death was 
caused by “ toxzemia due to infected blood ’’ and not by 
incompatibility. 

The patient was admitted to Southend General Hospital 
on Oct. 28, 1951, and an operation for hemorrhoids was 
performed. The operation was successful and it was not 
until a week or so later that repeated bleeding made it 
necessary to give him transfusions. The fourth trans- 
fusion on Noy. 18 produced rigors, nausea, and pyrexia, 
and had to be abandoned. The patient recovered from 
this reaction, but he was still very anemic, and the senior 
surgical registrar thought it was advisable to give him 
more blood in ease he had another hemorrhage after 
leaving hospital. On Noy. 21 the fifth transfusion was 
given: rigors, Nausea, vomiting, and pyrexia followed. 
By 5 p.m. that day the patient’s temperature was over 
103 and his pulse was imperceptible. Despite all 
treatment, he died at 8 P.M. 

A pathologist from another hospital, who had carried 
out a post-mortem examination on Nov. 26 at the 
request of the coroner, said that his conclusion was that 
death had been due to the presence in the blood-stream of 
bacilli ‘‘ foreign to the body but commonly found in 
water and soil.’ The organism isolated was a motile 
gram-negative rod which grew well at 20°C but hardly at 
all at 37°C—probably an atypical coliform. There was 
no question, he added, of the blood-groups being incom- 
patible. In the circumstances, he thought that everything 
pointed to the fact that the blood given in the transfusion 





and 28, 1953. 


1. Times and Manchester Guardian, Nov. 26, 27, 
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of Nov. 21 contained an enormous number of organisms. 
In reply to a question from defendant’s counsel, he 
agreed that fatal reactions could be caused by the 
presence in the transfused blood of dead bacilli, which 
would be extremely difficult to detect. This could happen 
without negligence on anybody’s part. 

The pathologist at Southend General Hospital said 
that from the tests he had performed he had concluded 
that the patient’s reaction to the non-fatal transfusion of 
Nov. 18 was due neither to incompatibility nor to 
infection. He was not surprised that evidence of infection 
had been found in an examination carried out five days 
after death. He thought it likely that the blood-stream 
had been infected from the operation site. On the data 
available, he was unable to say that the patient had 
died from toxemia due to the transfusion of the infected 
blood ; something in the blood had been responsible, but 
at the moment he could not say what. It was stated 
that the blood used for the fatal transfusion was later 
checked and rechecked for sterility and compatibility 
and was found to be correct. Unfortunately, during the 
fight for the patient’s life the bottle was left uncapped 
in the ward, and it was later found to be infected. 

The patient’s family doctor also gave evidence. He 
visited the young man on Nov. 20 when he seemed much 
better and was expecting to leave hospital shortly. He 
was reluctant to have another transfusion but he was 
persuaded to do so. In his doctor’s view, the transfusion 
of Nov. 21 after the reaction on Noy. 18, was an error of 
judgment. He agreed that two hemorrhages after such 
an operation was a serious matter, but he did not think 
that a hemoglobin of 40-44% was dangerously low. 

It was stated for the plaintiffs that the action was 
originally brought also against the house-surgeon who 
had given the transfusion. This doctor could not now be 
traced, and counsel for the plaintiffs sought to show that 
he was not registered with the General Medical Council 
at the time in question, though, as Mr. Justice Hilbery 
observed, this was irrelevant to the issue of negligence, 
for the house-surgeon was fully qualified and the 
G.M.C. would have granted registration had he applied 
for it. 

Giving judgment for the defendants, Mr. Justice 
Hilbery said there was no evidence on which a jury could 
reasonably find for the plaintiffs. The allegation that the 
hospital was negligent in entrusting the transfusion to a 
young man recently qualified was absurd, particularly 
since the evidence was that, in the opinion of highly 
qualified surgeons under whom he worked, this young 
doctor was exceptionally competent. The allegations in 
this case indicated recklessness in making charges of 
negligence. There was nothing to show that the bottle 
in question had become infected because of the way in 
which it had been handled by the house-surgeon or anyone 
else. 


Eire in the Second Quarter 


In Hire during the June quarter of this year! the birth- 
rate was 22:8 per 1000 population ; this was 1-0 below 
the rate for the second quarter of 1952. The death- 
rate was 12-1 per 1000 population (0-3 above that for the 
second quarter of 1952). The death-rate from tuber- 
culosis was 0-5 per 1000 population (respiratory 0-4, 
other forms 0-1), compared with 0-6 (0-5 and 0-1) in the 
second quarter of 1952. The maternal-mortality rate 
was 0-7 per 1000 births registered, compared with 
1:3 for the second quarter last year; and the infant- 
mortality rate was 41 per 1000, compared with 35 for 
the second quarter last year. 





1. Quarterly Return of the Marriages, Births and Deaths registered 
during the June Quarter, 1953. Obtainable from the Govern- 
ment Publications Sale Office, G.P.O. Arcade, Dublin. Pp. 31. 6d. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


THE electric telegraph, the telephone, and wireless rank 
high among the great inventions of the past century. But, 
as I have learned, our precipitate progress has not 
stopped there. Let me first trace in the background. 

My wife and the milkman have never been on terms of 
close. accord. For some years after the war he purveyed, 
as well as milk, such rare delicacies as butter and eggs ; 
and, unruffled by the Minister of Food’s dispositions, he 
offered these to all who would buy. Perhaps he was 
nettled by my wife’s refusal to enter this marché libre ; 
but they got on well enough until she found that the 
wealthier customers could also obtain limitless milk and 
that our weekly portion was falling 2 pints short of what 
the Ministry deemed fair. The ensuing scene ended all 
hopes of rapport. Each summer our milkman journeyed 
to Switzerland, while we took ourselves to the Isle of 
Wight ; but as time went on his market crumbled, and 
last year we met him on the plage at Ventnor, and to ow 
earlier differences is now added his bitterness at being 
dragged down to our level. Accordingly my wife, a 
tireless gadgeteer, began to cast around for an impersonal! 
means of communicating her wishes to him; and she 
lighted on the answer. This is a small half-moon disc 
with a pointer that can be directed at anything from 
** 16 gallons ”’ at one end to “ none ”’ and “*‘ please knock ” 
at the other. For a few days this device worked 
splendidly. Then, one morning, we found 12 pints on 
the doorstep. Taxed with this the next day, the milkman 
pointed mutely to the arrow; and sure enough he had 
obeyed its instruction. For three more days all went 
well; but then he passed us by without allotting us so 
much as half a pint, and again we found that he had 
obeyed the machine. A few mornings later the bell rang, 
and on the doorstep my wife found the milkman. Each 
eyed the other watchfully. ‘‘ Well? ” said the milkman. 
‘Well? ” said my wife. The arrow was at ‘‘ please 
knock.” This led us to examine our first premises. Did 
the fault lie with the machine or with a human element 
of which we had not taken account ? Careful thought led 
us to conclude that the machine was not to blame. 
There remained that vital human element. Action 
followed swiftly. I told our three little cherubs that the 
wind which next blew the arrow out of place would blow 
away their next Saturday’s sixpences. Now the machine 
is working perfectly. 

* . 1” 


Those who view the elaborate armamentarium of the 
modern neurosurgeon with alarm, and who secretly wish 
for the renaissance of a less complex surgical technique, 
will be encouraged by a report + of an operation lately 
performed in Peru. Two Peruvian surgeons had been 
interested for some time in Inca skulls, particularly those 
with trepanning holes; it seems that the Inca surgeons 
of 2000 years ago used stone chisels or knives made of 
obsidian for these operations. Using the ancient tools, 
the present-day surgeons have successfully removed a 
blood-clot from a patient’s left parietal region. They 
add that they were readily able to control bleeding from 
the scalp by the use of an ‘“ Inca tourniquet ’’—a one- 
inch-wide bandage wound tightly thrice round the head. 
Postoperatively, the patient was given antibiotics—a 
sensible gesture although one calculated to annoy purists 
of primitive surgery. 

* * * 


The help given to the National Health Service by 
doctor’s wives is in my opinion not sufficiently recognised. 
True, there is some appreciation of their book-keeping and 
other auxiliary services for income-tax purposes. But 
I refer to their far more important medical work. | 
know of several like myself who, though without formal 
medical training, are much sought after for diagnosis, 
prognosis, and treatment, or just for really authoritative 
advice. The reasons are obvious. In the first place, 
we do not have to keep patients from asking awkward 
questions : such knowledge as we have, we share freely. 


1. New York, Times, Oct. 4, 1953. 
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We do not need to examine our patients, nor do we even 
have to see them: we can be conveniently consulted 
on the telephone or by post. Unlike our husbands, 
we are unhampered by professional etiquette. (Only 
last week did I have to tell a friend what I thought 
of Dr. X for prescribing penicillin in a mild sore throat 
and to caution her against administering it to her little 
boy.) Finally, we welcome inquiries on any medical 
subject and remain unaffected by the growth of specialism. 
lor instance, I feel I can be of help in such varied matters 
as boils, insomnia, bedwetting, ulcers, and slipped discs, 
though I must admit to a predilection for more obscure 
medical diagnoses involving less well-defined symptoms 
that baffle orthodox practitioners. Unfortunately in 
recent years, my friends, shopkeepers, and dailies present 
me increasingly with psychiatric and psychosomatic 
problems in which rapid success cannot be hoped for. 

But perhaps our greatest responsibility is in prescribing 
for our husbands. ‘‘ Are two aspirins enough, dear ? ”’ 
mine asks me anxiously before embarking on a course 
of self-medication. Where, indeed, would the Health 
Service be without us ? 

* * * 


A colleague of ours in the States whose interests run 
to comparative physiology told us of a harassing experi- 
ence. It appears that our colleague became interested 
in the matter of beavers, but was unfortunate enough 
to live in a virtually beaverless part of the country. 
Accordingly, he issued an appeal to those of his friends 
who were more happily situated, and eventually his 
entreaties were answered by the totally unheralded 
arrival of a fine pair of beavers, escorted by a sceptical 
Railway Express man. 

The beavers had arrived, as beavers will, after all the 
technicians had gone home; and our colleague was at 
once placed in some difficulty, for the animal house was 
shut and he had no key. However, he is a man of some 
resource, and he remembered a disused bathtub up 
in the attic. He had no first-hand knowledge of the care 
and maintenance of beavers in bathtubs, but he had a 
vague idea that they would be happier with some water 
in the bath, so he dragged it over to a place where he 
could fill it from a convenient tap, and brought the 
beavers up to admire their new home. Unfortunately 
the bath had in the course of time become detached 
from its plug, and our colleague cast about for a sub- 
stitute. Eventually he had a Machiavellian idea, and 
retrieved a large carrot from a bag of food outside the 
animal house. With this he plugged the bath, partly 
filled it with water and tipped the beavers in, having 
provided them with some food. This done, he went 
home, tired but happy, having locked the door on his 
charges. 

We need scarcely proceed further. They did eat it; 
there was a flood. In fact, the only unexpected feature 
of the proceedings was that the professor’s desk was so 
nearly vertically under the bath. The resulting interview 
was full of physiological suggestions, and at its close our 
friend found that rats would suit his purpose equally 
well. 

* * + 


An important technique of the Bed-end Manner is 
the printing of the patient’s name on his temperature 
chart in large block letters, legible at least two bed-ends 
away. One can then say ‘‘ How are you, Mr. Blank ? 
and get undeserved credit for knowing every patient by 
name, as long as they stay in bed. During the war when 
I had temporary charge of 1700 patients (in a 1400- 
bed hospital) I found it invaluable. I could leave 
scientific impartiality to my junior officers with a good 
conscience. In my old-fashioned way I sometimes 
thought my personal interest did more for some patients 
than the brilliant technology of my more gifted colleagues. 

* * * 
Don’t ask me to sit on your Brains Trust, Miss Denton. 
Get someone more sprightly and glib. 
I'll sit, if I must, upon boards till I bust 
Or committees ad hoe or ad lib. 
But my cerebrovascular fittings 
Are cobwebbed and riddled with rust. 
So if you are bent on this Brains Trust, Miss Denton, 
Get hold of some brains you can trust. 
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OPERATING-THEATRE INFECTION 

Sir,—Your leader last week puts the responsibility for 
eliminating operating-theatre infections squarely on the 
shoulders of surgeons. I am not at all sure that surgeons 
alone can solve this problem. 

Dr. Sevitt has reported in two articles—one in 1949,} 
and the other last week—3 major operating-room 
infections (1 of them fatal) occurring in a suite of 
operating-theatres in which over 10,000 operations have 
been performed during this period. His investigations 
were asked for by the surgical staff of the hospital 
concerned, and his evidence accepted. 

In the same hospital there exists a dressing-station for 
the large wounds of burns and scalds, fitted with a 
positive-pressure ventilating system of clean air (entering 
at ceiling level and finding its exit at floor level). A 
controlled trial of this system has confirmed that it not 
only greatly reduces the number of organisms present 
in the air but prevents major infections of burns dressed 
with the ventilation plant running, and appreciably 
reduces minor infections. This evidence, too, is known 
to the surgical staff. 

What action then could these surgeons take on this 
evidence ? We made several attempts to minimise the 
flow of contaminated air to the theatres ; we re-designed 
the facilities of the sterilisation service, and the flow of 
clean trolleys to clean theatres and the disposal of dirty 
material away from the theatre, in an endeavour to 
increase the ease of work and the efficiency of the theatre 
staff as a whole. These attempts were not successful in 
preventing operating-theatre infection. 

We are now of the opinion that a radical re-designing 
of our operating-theatres is essential to lessen the known 
risk of airborne contamination, and this for the following 
reasons : 

1. The dust of hospital wards and corridors inevitably 
contains more bacteria than that of a normal building; and 
despite most careful cleansing precautions, this must always 
be so. 

2. The operating-theatre suite is almost always within the 
hospital building, sharing the air and dust of that building. 

3. With some types of ventilation in operating-theatres 
(such as ours) air is sucked from the hospital building itself 
and drawn into the theatre suite, thus ensuring the maximum 
contamination of the operating-theatre air. 


The ventilation plant of all operating-theatres, there- 
fore, needs to fulfil certain requirements : 

1. The source of air should be above hospital level so as to 
avoid contamination from the air of the hospital and, 
incidentally, from the street. The air inlet on the roof of the 
Accident Hospital has proved satisfactory to the Burns Unit 
installation. 

2. The flow of air to the theatre should be such as to provide 
up to 20 complete changes per hour. 

3. Filtration of the incoming air is necessary to remove any 
soot or bacteria-carrying particles. 

4. The temperature and humidity of the incoming air should 
be automatically controlled, both for the comfort of the 
patient and staff and to minimise anzsthetic-explosion risks. 
A temperature of about 70°F and relative humidity of 65° 
is satisfactory for these purposes. 

5. Since the exhaust air from such a theatre is potentially 
contaminated it is necessary to remove it to the exterior. This 
must be done without inducing a negative pressure, which 
would draw in hospital air from the corridors. Similar con- 
siderations make air-locks desirable for patients, staff, and 
materials to pass in and out of the air-conditioned section. 

6. Since preparation work involves steaming sterilisers, 
separate ventilation of rooms doing this work is needed, 
preferably with an input of the same filtered air that is supplied 
to the theatres and an independent output carrying the steam- 
laden air to the exterior. It is important that air potentially 





1. Sevitt, S. 


Lancet, 1949, ii, 1075. 
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contaminated by passage through the theatre should not be 
supplied to preparation rooms, since this may cause con- 
tamination of instruments and equipment to be used for the 
same or subsequent patients. 

From this evidence it is obviots that surgeons alone 
cannot meet this quite formidable engineering challenge. 
But the matter does not end there. Since this method 
of ventilation is only an additional precaution against 
operating-room infection, the lay-out and design of the 
theatre suite must provide the usual aseptic and antiseptic 
precautions against infection. The emphasis now is on 
clean air ; therefore a revision of the detail of operating- 
theatre lay-out and design is essential on two counts : 


1. All sources of dust collection must be radically eliminated. 

2. The maintenance and physical cleansing of all equipment 
by the normal theatre maintenance staff must be easy—even a 
less complicated problem than it is now. 


In the elimination of all sources of dust collection, no 
equipment can be allowed to hang from the operating- 
theatre ceiling. For example, the present umbrella- 
domed high-power theatre lamp hanging immediately 
above the operating-table is often tilted during an 
operation ; and with positive-pressure ceiling ventilation 
of clean air this would result in the immediate con- 
tamination of the operation wound with the dust from 
the top of the lamp. 

In addition, all equipment—tables, trolleys, and so 
on—that is too big for autoclave sterilisation should be 
cleanly designed for ease of washing or spraying with a 
suitable antiseptic and wiping down, and such articles 
should have no shelf near floor level. The ceiling, walls, 
and floor must also be cleanly designed and have no 
cracks or crevices in which dust can collect. Here, then, 
is a hospital architect’s problem. 

An adequate source of lighting is essential to all 
operations ; accordingly lighting presents particular 
problems when it is accepted as a principle that all 
lighting must be behind the cleanly designed non-dust- 
collecting ceilings or walls. ‘This, involving high-quality 
surface and depth lighting of the operation field as well 
as good general lighting, is a major problem for the 
lighting experts. 

Lister was aware of all these needs for theatre cleanli- 
ness, and met them as best he could, as have all surgeons 
since his day. Now, however, with our increased know- 
ledge the task is beyond any surgeon’s ability to answer 
alone. The Birmingham Regional Hospital Board has 
accepted the need for a small and closely knit team of 
hospital architects, engineers, and lighting and air- 
conditioning experts to work with a surgeon to meet the 
many-sided aspects of this matter. The group has 
started work and see no reason why operating-theatres 
should not be quite safe from any major infection ; and, 
within the bounds of human failings, minor infections 
should be considerably reduced. 

Your leader states that the essential clean-air plant 
(and I believe we have the only one in the country) “ is 
expensive to put in and to run.’ Our experience in the 
use of this plant is that its capital cost was small and was 
returned within two years by the considerable reduction 
of wound infection that it effects. The plant is easy and 
cheap to run; the only maintenance necessary is a 
monthly change of inexpensive filters and the running of a 
1/,-horse-power motor. In the past eight years it has 
been used daily without any major breakdown. Any 
modern operating-theatre is costly to build; and the 
inclusion of a clean-air plant, though adding slightly to 
the expense, could not be seriously objected to, in view 
of its proved usefulness. 

Dr. Sevitt has recorded the tragedies of 3 major wound 
infections—an incidence of 0-03% of all patients operated 
on over the period of his inquiry. He has not recorded 
the more common minor and trivial infections ; yet these 
are known to increase significantly the period of inpatient 
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treatment for the patient, and to add to the risks of 
cross-infection in the ward in which he is nursed. 

Wound infection of any type is an expensive compli- 
cation. From a purely economic aspect, it is always 
cheaper to prevent than to cure. 


Birmingham Accident Hospital. WILLIAM GISSANE. 


Sir,—In his discussion last week of the possible sources 
of infection in a case of gas-gangrene developing after 
operation on a closed fracture, Dr. Sevitt says: ‘* Since 
the original fracture was closed, the leg muscles are 
unlikely to have been contaminated by Cl. welchii before 
the operation on the ankle.’’ I was most interested to 
read this because I have recently treated three cases of 
gas-gangrene in patients with closed fractures. 

Case 1 was a young boy seen four days after receiving 
a third-degree abduction external rotation fracture of the 
ankle. The ankle was grossly swollen, and fracture blisters 
were present. The skin was, however, intact. Two days after 
admission he had ,developed gas-gangrene, and below-knee 
amputation was performed. 

Case 2 was a man with a spiral fracture of the shaft of the 
humerus, who attended seven days after injury. There 
was no breach of the skin, but he had gangrene of the arm and 
gas bubbles could be felt over an area extending from the 
mastoid process to the iliac crest and from the sternum to 
the vertebral column. The arm was amputated through the 
shoulder-joint. 

Case 3 was a man with a closed fracture of the shafts of 
the tibia and fibula. When he came under my care seven 
days after injury he had gas-gangrene extending as high as 
the knee. Above-knee amputation was performed. 

These patients were seen in the Sudan in 1951 and 
1952. Before seeing them I was quite ignorant of the 
possibility of gas-gangrene developing in the absence of 
a wound of some sort, but senior members of the staff 
of the medical faculty of the University College of 
Khartoum, to whom I turned for advice, told me that 
such cases are by no means uncommon in the Middle East. 


Newcastle upon Tyne. P. R. R. CLARKE. 


Sir,—In about July, 1917, Mr. W. McAdam Eccles 
was distressed, by a series of infected wounds in his 
habitually clean cases. The bacteriologist (the late 
Dr. Canti) placed a number of open petri dishes on the 
operating-table and switched on the ventilating fan. 
A variety of organisms were sucked under the door, 
from the mat outside, and were demonstrated by culture. 
Since a war was in progress, use of the ventilating fan 
was stopped and we endured the heat. I think that this 
particular theatre was abandoned or replaced after 
I left the hospital. 


Newland, Sherborne, y : 
sens Deeset. oe JOHN WHITTINGDALE. 


HYPOTHERMIA 


Srr,—In the article on surface cooling by Churchill- 
Davidson et al. (Nov. 14) and in subsequent corres- 
pondence (Nov. 21), there has been a notable omission 
of any reference to the indisputable fact that a generalised 
and highly efficient response to cold exists in the non- 
hibernating warm-blood animal when subjected to any 
form of surface chilling. That this response involves 
initial increases in heat production and oxygen require- 
ment is well established, and only by imposing the 
added risks of heavy sedation, deep anesthesia, and 
muscle-relaxing drugs can this calorigenic reaction be 
even partially inhibited and hypothermia obtained. 
Even under these conditions, while surface tissues are 
reduced to levels of cold that may cause permanent 
damage, deeper tissues may not be equally cooled and 
consequently thermal gradients are likely to arise within 
the body. These have been shown to have, among other 
disadvantages, that of increasing the incidence of cardiac 
arrhythmias. Other undesirable changes occur as the 
result of surface cooling, including a lowered circulating 
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blood volume, hzemo-concentration, increased blood 
viscosity, hyperglycemia, eosinopenia, and depletion 


of adrenocortical lipids and ascorbic acid. This wide- 
spread physiological upheaval is not seen when hypo- 
thermia is induced by cooling the exteriorised circulation,} 
nor has death or tissue injury followed in over 100 
experiments in dogs. The method requires only the 
lightest anesthesia, and premedication and muscle 
relaxants are unnecessary. Hemodynamic disturbance 
does not result from the arteriovenous shunt due to a 
balanced resistance in the exteriorised circuit. Despite 
reports of successful application of surface cooling in 
relatively small numbers of the accumulated 
experience in both clinical and laboratory trials has been 
that this procedure is hazardous and associated with a 
considerable mortality. 

A more complete understanding of what has been 
called ‘‘ cold stress ’’—a complex physiological derange- 
ment known to follow surface chilling—should be sought 
before the method is proposed for further clinical trial. 
In infants and children, the greater surface area relative 
to body mass and the poorly developed heat-regulating 
mechanism may, as suggested in your leading article of 
Nov. 14, make surface cooling in children a 
effective procedure. 


cases, 


safe and 


Department of Surgery, 
University of Edinburgh. 


E. J. DELORME. 
INCISION FOR ACUTE APPENDICITIS 

Mr. Ewing and Mr. Monro (Oct. 24) severely 
criticise the use of the paramedian incision in acute 
appendicitis. Their criticism may or may not be valid, 
but they certainly do not make their point by quoting 
a solitary clinical history which could well be misinter- 
preted as suggesting that this particular patient had 
inadequate surgery or anesthesia or both. Mr. Shemilt 
(Oct. 31) is similarly dogmatic about the absolute 
contra-indication to drainage following appendicectomy, 
but he does not attempt to justify his statement by 
arbitrarily selected case-records. 

Experience in emergency surgery has convinced me 
that the average “ early ’’ acute appendix can be removed 
with entirely satisfactory results by any competent 
senior house-surgeon through any standard incision, of 
which the muscle-splitting is one of the better ones. 
The case which most tests our judgment and skill is the 
advanced one with perforation or gangrene, in which 
fecopurulent exudate is insecurely localised within a 
barrier of lightly adherent gut and omentum. Here the 
objective should be to approach the area directly through 
an adequate incision, guard its delicate margins with 
moist packs, and remove the appendix under direct 
vision and with careful suction control. Fortunately 
the majority of these cases show maximum tenderness 
and splinting laterally in the right iliac fossa, and in 
most of them a mass can be felt in this region when 
the patient is anesthetised. In these circumstances, no 
surgeon in his right mind would employ an incision 
other than one in the right iliac fossa, and my own 
preference is for the ample exposure offered by the 
oblique muscele-cutting approach of Rutherford Morison. 
Other surgeons, more skilful or with many powerful 
assistants, may achieve similar access with Mac Burney’s 
incision. 


SIR, 


But there remains a significant group in which tlie 
severely inflamed appendix hangs down into the midline 
cavity of the true pelvis, or in which it runs upwards 
and medially among the terminal loops of ileum. Here, 
if the appendix is long and is gangrenous at its tip, 
the pathological epicentre may lie far from MacBurney’s 
point. These cases can be recognised clinieally, and the 
principles stated above dictate that the appendix should 
be exposed directly by a paramedian incision rather 

1. Delorme, E. J. 


Lancet, 1952, ii, 914. 
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than dragged out by the heels through a distant trapdoor. 
Drainage, if desired, can be achieved through a lateral 
stab incision near the anterior superior spine, and danger 
to the iliac vessels or any other structure from a strip 
of supple corrugated rubber so placed and soon removed 
is non-existent. The right paramedian incision is advan- 
tageous also in certain cases of diagnostic doubt, including 
advanced general peritonitis of uncertain though prob- 
ably appendiceal origin. We should use it where it is 
indicated, and should not be discouraged because some 
operators find difficulty in coping with the bowels or in 
closing the wound securely. 

Finally, I envy Mr. Shemilt his faith in the invincibility 
of the peritoneum, but since there are so many variables, 
statistical proof is lacking. Where the appendix ‘“ bed ”’ 
shows florid sloughs, severe inflammation, and heavy 
fecal contamination I shall continue—I believe ration- 
ally—to drain it. 

Baylor University College 

of Medicine, 


Houston, Texas. E. G. Harpy. 


LUNG LESIONS IN ARTHRITIS 


Sir,— Your leading article of Nov. 21 raises the ques- 
tion of the wtiology of the nodular lesions described in 
rheumatoid arthritis by Caplan, who is quoted as 
identifying tubercle bacilli in the fibrous tissue of the 
lesions in three fatal cases. Reference to the original 
article, however, reveals that tubercle bacilli were 
isolated in only one of these cases. Furthermore, the 
reader is left in considerable doubt about the exact type 
of lesion from which the organisms were obtained. The 
patient (case 38) is described as showing, on X-ray 
examination, ‘‘ progressive massive fibrosis in both mid 
zones,’ and at necropsy ‘‘ masses at the bases of both 
upper lobes’? and microscopically ‘ undifferentiated 
fibrous tissue in the masses.’ The tubercle bacilli were 
obtained ‘‘ on culture of material from a massive lesion.”’ 
It is also difficult to correlate the radiological with the 
morbid anatomical and histological appearances in the 
remaining two fatal cases. 

Caplan prefers the theory that the lesions he describes 
in the radiographs (‘‘ round opacities’’) are basically 
tuberculous to the idea that they are ‘“ rheumatoid 
granulomata’’ resembling the subcutaneous nodules 
histologically. In this respect he has the support of 
most workers who have studied the lungs in fatal cases 
of rheumatoid arthritis. My own experience of 70 fatal 
cases of the disease is in agreement with the opinion 
that no specific lesion occurs. However, there is sufficient 
resemblance between the histological appearance of the 
rheumatoid subcutaneous nodule and that of some 
caseous tuberculous foci to suggest that, if one makes 
allowance for the different situations in which the two 
lesions are found, their differentiation might well be a 
difficult matter, should they both occur in the lungs. 
There is no question that Caplan’s patients presented an 
unusual radiological appearance, but the theory that the 
‘* rounded opacities ’’ are tuberculous seems, at present, 
to rest upon the demonstration of tubercle bacilli in a 
lesion whose exact nature is not clearly defined. That 
tuberculous lesions were present in the lungs of the other 
two cases does not help to establish the ‘ round 
opacities ’’ as tuberculous. 

If the true nature of these fascinating lesions is to be 
discovered, it is essential that the terminology used to 
describe their radiological, macroscopic, and histological 
appearances should be unequivocal. Histological exami- 
nation should not be considered the final step, but 
each lesion so examined should be submitted also to 
bacteriological investigation. 

Pathology Department, 

University of Edinburgh. 


BRUCE CRUICKSHANK. 
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GASTRIC RESECTION 


Sir,—In my letter of Nov. 7 I referred to an old method 
used by Rovsing in dealing with gastroduodenal hzemor- 
rhage. I have since seen Rovsing’s original communica- 
tion. He described the method as follows : 

““A gastroscope, constructed in principle as the usual 
eystoscope, but of a size corresponding to Charriere no. 39-40, 
is used. It carries a strong lamp and is provided with a 
canal which is connected to an insufflator. 

At operation, a small incision is made in the middle of the 
anterior surface of the stomach, 2 cm. above the greater 
curvature, just large enough to allow the instrument to pass. 
A purse-string suture is then superfluous. The stomach is 
pumped full of air until all mucosal folds have disappeared. 
In the darkened room every detail can now be seen, in the 
stomach as well as in the proximal duodenum. Observation 
of the posterior surface of the stomach is made possible by 
turning up the omentum and transverse colon. Suspicious 
features can be inspected directly through the instrument 
which yields much more reliable information than can be 
obtained by direct inspection of the opened stomach. 

The method is valuable in differentiating between ulcer 
and tumour; the extent of a malignant infiltration can be 
judged with great accuracy. Retrograde dilatation of the 
cesophagus is made easier, as the bougie is introduced easily 
under direct vision. 

Its greatest value, however, lies in the possibility of detecting 
quickly small bleeding ulcers which have not been successfully 
located by any other means. In 4 cases a dark spot was 
seen in the anterior stomach wall. An artery was coursing 
towards it, to be suddenly interrupted. It was now possible 
to attack the bleeding point directly, ligating it from the 
outside by means of a stitch going through all layers and 
reinforcing this with one or two sero-serous sutures. The 
method would be equally applicable to duodenal ulcers of 
the anterior wall.” 

It seems that the short-circuit accident which I 
mentioned was the result of connecting the lamp to the 
mains supply. In subsequent cases, a battery was used. 


Berne, Switzerland. P. LUNDSGAARD-HANSEN. 


GOUT 

Sir,— Dr. Marson’s reply (Nov. 21) to my letter about 
sodium salicylate therapy requires a few comments. 

I was sorry that he was unable to see my more detailed 
report ? on uric-acid excretion to which I referred, because 
although this showed rises in the serum-uric-acid levels 
in the three-day rest after the four days of therapy, 
the rises were moderate. On the average, a rise from 
a level of about 2-0 mg. per 100 ml. to about 4:0 mg. 
per 100 ml. occurred, but occasionally the level continued 
to fall or remained steady. The only acute attack of 
gout which I saw during my tests took place actually 
in an interval of rest from therapy in which the serum- 
uric acid did not rise. Dr. Marson’s figs. 3, 4, and 5 show 
serum-uric-acid fluctuations on continuous therapy no 
less than those which I found in interval therapy, and 
his cases also had acute attacks during treatment. That 
Bauer and Klemperer’s results? were less satisfactory 
than mine does not surprise me, because in their trial 
they used aspirin, a drug whose inferiority to sodium 
salicylate is commented on by Dr. Marson in his paper. 
The interval therapy with sodium salicylate as described * 
is, incidentally, not so much more than sixteen years 
old, as Dr. Marson seems to think. 

I can only say that Dr. Marson’s belief that an initial 
dose of sodium salicylate sufficient to cause appreciable 
lowering of the serum-uric acid also usually causes 
salicylism does not fit in with my experience in the 
treatment of gout and rheumatism with this drug. 

Dr. Marson tells us that he does not yet know how 
long his strict regimen should be imposed, and, as 
Bauer and Klemperer also remark, our evaluation of 





1. M.D. Thesis, Cambridge, 1938. 
2. Bauer, W., Klemperer, F. New Engl. J. Med. 1944, 231, 681. 
3. Rep. chron. rheum. Dis. 1937, 3, 106. 
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such treatment must come from clinical results over a 
long period, and not be based on serum-uric-acid estima- 
tions. It is evident that sometimes with such prolonged 
treatment the patients themselves must first cry 
‘‘enough,’’ but with such a potentially painful and 
crippling disease there should be many who will persevere 
with the new method. If it is found superior to the older 
interval therapy, then, next after the martyrs to gout, 
I shall be the most delighted. 


Edgware General Hospital, 


Middlesex. G. H. JENNINGS. 


THE INSULIN MYTH 


Sir,—It is with commendable courage that Dr. Bourne 
(Nov. 7) has exposed the myth. Yet like all iconoclasts he 
must be prepared to be attacked in turn. Loins will 
undoubtedly be girded. It therefore behoves us, who 
feel that he has said something which has long required 
saying, to come to his defence. 

The fallacy of insulin therapy lies not in the treatment 
itself, but in the diagnosis of schizophrenia. Bleuler’s 
concept of schizophrenia was a protest against the 
prognostic pessimism implied by Kraepelin’s dementia 
precox. Bleuler included in his schizophrenic group 
many conditions which have never been shown satis- 
factorily to have any real etiological relation to dementia 
precox, or, as it is usual’to term it nowadays, “ process 
schizophrenia.”’ 

Within seven years of the origin of the concept of 
schizophrenia its unsatisfactory nature became apparent. 
Anyone who wishes to verify this can turn to the American 
Journal of Insanity for 1918—to a paper! by Phyllis 
Greenacre which is as apposite today as when it was 
written. One would have thought that the many excellent 
studies which have appeared since then, such as those of 
Kasanin and Langfeldt, would by now have had some 
penetrating effect. These studies, describing ‘ schizo- 
affective ’’ and ‘‘ schizophreniform ’’ states, have shown 
that a fairly clear distinction can be made between 
‘process’? and ‘‘benign’’ schizophrenia, although 
borderline cases can certainly occur. 

I have myself described these benign schizophrenias 
as ‘ atypical depressions ’’’ and I set out the reasons for 
doing so.2. The 16 cases in that group, which would 
certainly have been diagnosed as ‘schizophrenia ”’ 
by other psychiatrists, and indeed in some cases were, 
have now been followed up over a period of five years. 
They were all treated symptomatically or with E.c.T. ; 
in no ease was insulin-coma therapy administered. 
It is hoped to publish this follow-up study in the near 
future, but it can be said of the 10 surviving cases in 
which full information has been obtained, 5 have remained 
completely well since their discharge, and 5 have relapsed 
but responded to further courses of E.c.T. Some of these 
cases have had repeated episodes of this kind over periods 
as long as twenty years, but the essential feature is that 
they do not dement and they are absolutely normal in 
between. 2 of the younger patients having their first 
attack, and who responded to E.c.T., have both remained 
well and have successfully undertaken training courses for 
professional careers since their discharge from hospital. 

Insulin coma is a prolonged and dangerous form of 
therapy. Its continued use would only be justified if 
it was shown conclusively to have a curative or at least 
an arresting effect in true schizophrenic conditions. 
This has never been scientifically proved, and indeed all 
the evidence is that the cures in insulin-coma therapy 
are in those very cases which have within themselves the 
potentiality for cure or which respond to physically less 
harmful forms of treatment, such as E.c.T. 

It is obvious that clear clinical thinking in psychiatry, 
especially on this point, is long overdue if we are to 


1. Greenacre, P. Amer. J. Insan. 1918, 75, 197. 
2. Jarvie, H. F. J. ment. Sci. 1950, 96, 208. 
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appreciate fully the value of the different forms of physical 
treatment which are now so freely used. Schizophrenia 
is not a disease but a congeries of different conditions ; 
the natural history of these conditions must be studied 
more closely if we are to see which are benign and which 
are malignant. In exposing the insulin myth, Dr. Bourne 
has indicated the way. 


Department of Neurology, 
Radcliffe Infirmary, 


Oxford. Huau F. JARVIE. 


Srmr,—Dr. Bourne has shown that, by selecting 
one kind of evidence and disregarding another, he can 
convincingly prove to himself what he has set out to 
prove. 

I have applied hypoglycemic treatment to 1300 
schizophrenic patients of both sexes, and E.C.T. to 
many hundreds of others, in the treatment centre at 
Springfield Hospital since 1940. (I am excluding schizo- 
phrenics treated at other hospitals since 1936.) This 
group of 1300 patients constitutes a homogeneous series 
as regards diagnosis, prognostic criteria, and assessment 
of degrees of recovery. It has also been subjected to 
a ** follow-up ”’ over a long period. 

The course of treatment I apply consists of 50-60 
deep comas in each case, divided into six weekly coma 
doses. E.C.T. has been given in most cases in conjunction 
with insulin and has proved its value. But £.c.T. alone is 
without much effect, any improvement noted being 
transitory, no matter how many times or at what 
intervals E.C.T. was given. 

Obviously it is essential to compare comparables only, 
and it is clinically and statistically quite unsound to add 
the results of such treatment, as applied in many hospitals, 
to the results of ‘diluted’? hypoglyczemic treatment 

as with subcomas, short comas, reduced number of 
comas, and so on-—-and to draw conclusions from this. 
Many accounts disregard this point. 

To administer E.c.T. alone to a schizophrenic, if there 
is no contra-indication to insulin, is to deprive the 
patient of a reasonable prospect of recovery. 

In my series every precaution was taken, in assessing 
results, that my judgment should not be disturbed by 
expectations gloomy or optimistic. My experience has 
revealed to me that although hypoglycemic treatment, 
combined with some £.c.T. and followed by psychological 
rehabilitation, is far from the last word in the therapy of 
schizophrenia, it is at present the best we can offer. 
Because of the unsatisfactory state of our concept and 
knowledge of schizophrenic illness in all its forms, all 
physical treatments are applied faute de mieux. 

Although reports and reviews of hypoglycemic 
treatment and £.c.r. in schizophrenia abound in this 
country and abroad, I support Dr. Sandison’s suggestion 
(Nov. 21) that a committee of the R.M.P.A. should be 
instituted to review hypoglycemic treatment in our 
hospitals. 


London, W.1. CHARLES FRIEDMAN. 


Sir,—Certainly at least one side of Dr. Bourne’s 
contention that insulin treatment of schizophrenia has 
only mythological efficacy is belied by the observation 
every psychiatrist will have made occasionally. As soon 
as the patient who may have been quite refractory to 
any other treatment starts his comas, he loses some of 
his symptoms. That this is not merely due to the 
increased attention, to suggestive factors working on 
patient or therapist, or to chance, is clear to anyone who 
sees as Often as I do the changes for the better in patients 
who, for one reason or another, have gone through a more 
than usually protracted period during which only sopor 
was attained. This applies in my experience equally to 
patients who have had previous E.C.T., concomitant 
E.C.T., Or none at all. 


Winterton Hospital 


Sedgefield, co. Durham. D. J. SALFIELD. 
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PROLONGED APNC@A FOLLOWING 
SUCCINYLDICHOLINE 


Srr,—Undoubtedly, all cases of sensitivity to 
succinyldicholine should be published, especially when 
they are due to rare conditions such as the greatly 
reduced pseudocholinesterase level in a normal subject 
described by Dr. Forbat and his colleagues (Nov. 21). 
However, I criticise the dose of 50 mg. of ‘ Scoline’ 
for a cystoscopy and examination under anesthesia, 
which in fact was completed in five minutes. Several 
published cases of inconvenient prolongation of effect 
have followed administration of 50-100 mg., and it is 
unfortunate that such doses are still recommended for 
similar procedures, and are widely quoted by the manu- 
facturers. Smaller doses, which can always be supple- 
mented when necessary, would avoid such unexpected 
incidents. 

The individual variations in response to the drug are 
great. In a series of 350 abdominal operations, using the 
continuous drip technique for relaxation, I have found 
that the average maintenance dose of succinyldicholine 
is 300 mg. per hour. However, doses as high as 1100 mg. 
per hour have been needed on occasions, and in certain 
patients with subnormal pseudocholinesterase levels 
60 mg. per hour was adequate for full relaxation. There- 
fore, the administration of such unnecessarily large 
initial doses as those recommended cannot be justified. 

The wide variations in response, associated with the 
occurrence of abnormal pseudocholinesterase _ levels, 
does not contra-indicate the use of succinyldicholine, 
provided the administration is on a rational basis. 
In practice, the flexible controlled relaxation that it 
can produce is invaluable, and it would be regrettable 
if the publication of incidents of avoidable overdose 
should retard a great advance in anesthesia. The 
use of test doses in many cases reported would have 
reduced them to academic and biochemical, rather than 
clinical, significance. 

Portsmouth. R. J. HaMER HopGEs. 

VISITING CHILDREN IN HOSPITAL 

Srr,—There seems to be a lamentable tendency these 
days to regard children as so many bundles of psycho- 
logical problems—a tendency followed, no doubt with 
excellent intentions, by your annotation. Having done 
some children’s nursing I have seen the problem from 
both sides, and my sympathies lie with the children and 
their parents: by all means let us have visiting of the 
children as often as possible—preferably daily. Let us 
not, however, search too hard for complex psychological 
reasons for visiting, nor attribute to lack of it too many 
undesirable childish habits. One does not have to be a 
psychologist to know that a child wants and needs its 
mother—an unnatural child of an unnatural mother that 
does not! But a good many mothers who have suffered 
embarrassing moments from childish outspokenness and 
inability to dissemble feelings may ask how it is proved 
that a child inwardly pining and miserable is “‘ capable 
of interest and animation on the surface.’’ On the whole 
the comments of the young East-enders leave one in little 
doubt as to their feelings on entering, staying in, and 
leaving, hospital. Your annotation counsels the doctors 
opposing the daily visiting of children against trusting 
their own observations ‘‘ which investigation has proved 
to be misleading.’’ May we know whose observation has 
shown ‘‘ bed-wetting, temper tantrums, delinquency and 
the like’ to be attributable to a stay in hospital, and 
what steps were taken to ensure that such observation is 
not misleading too? Does boarding-school produce 


similar symptoms, demanding daily visiting also ? 
There are plenty of excellent reasons for allowing 

children to see their parents every day in hospital, with a 

plea for discretion where necessary, on the part of both 
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hospital staff and parents, not the least reason being the 
growth of confidence in the hospital on the parent’s part, 
and increased experience and understanding of the 
parents on the part of the nursing staff. It is not needful 
to create added complexities in the unfortunate children. 
Colchéster. JEAN PENFOLD. 


*,* We would like to refer Mrs. Penfold to the evidence 
cited by Dr. Ronald Mac Keith (Lancet, Oct. 24, p. 843), 
to Dr. John Bowlby’s monograph, Maternal Care and 
Mental Health (W.H.O. Monograph Series, no. 2), and 
to the film ‘‘ A Two-Year-Old goes to Hospital.’’—Ep. L. 


IDENTIFICATION OF PILLS 


Str,—A year ago Dr. Russell and Dr. Thorne? 
described a tablet-identification box, and their article 
was followed by some correspondence on this subject. 

It seemed to me then that much uncertainty could be 
removed—both in the treatment of overdosage and in 
general practice—if we all got into the habit of putting 
the name and dosage of each drug on its container. I 
started to write this in full under the Sig. part of each 
prescription until I discovered from a friendly chemist 
that all one need do was to write Nomen proprium 
(shortened to Nom. prop.) with the instructions to be 
put on the container. The dispenser then puts the 
description and dosage on the packet. 

I have now been doing this for some months and find 
it a great help, both to my own brain, which does not 
have to recall whether the white tablets for Mrs. Jones’s 
breathlessness are phenobarbitone, digoxin, amino- 
phylline, ephedrine, or anything else, and to my partners 
who no longer have to recall which is my favourite 
sedative or carminative when it is demanded as a repeat 
by one of my patients. 

I may say that, in our firm, opinions are strongly 
divided : one colleague is enthusiastic and has written 
to our local hospitals asking that their dispensers do 
the same, fo. consultants occasionally alter treatments in 
patients who attend over long periods, without our 
being aware of the change. Another colleague feels that 
knowing exactly what they are given may make the 
more sophisticated patients introspective or distrustful 

that a little faith helps a lot—or that they may tend 
to prescribe for themselves. 


Totton, Southampton. Eoin L. MeQuirry. 


SALMONELLZ IN TORTOISES 


Sir,— Boycott et al.? state in their article on salmonella 
in tortoises, mentioned in your annotation of Aug. 15, 
that ‘‘ no-one to our knowledge has examined the fxcal 
flora of Test. greca in its native haunts.” 

We started such an investigation in March, 1953, 
going back to a casual observation in 1939 which could 
not at that time be followed up systematically. Our 
findings will be published in due course. The following 
results have so far been obtained : 

A high proportion of free-living healthy tortoises of the 
species T'est. greca (syn. ibera) in Palestine are salmonella 
carriers, not so rarely harbouring in their bowels more than 
one type. It may be assumed that, once naturally infected, a 
tortoise remains a carrier of salmonellz for the rest of its very 
long life. It is known that Test. greca—the swine among the 
reptiles, as it has been called—is an omnivorous animal, 
feeding even on mammal excrements. Therefore, if Boycott 
et al. make the suggestion that “the high carrier rate of 
Salmonella in imported tortoises may be due to infection in 
transit,” they are right in being ‘‘ not convinced that this is 
the entire explanation.”’ As for the rest, we can confirm that 
the salmonellzx these tortoises are excreting belong to the 
rarer types or are types not hitherto described. 


Moreover, we do not know if human infections have 
been caused by keeping tortoises as pets. Nevertheless, 





1. Russell, B., Thorne, N. A. Lancet, 1952, ii, 1254. 
2. Boycott, J. A., Taylor, J., Douglas, 8S. H. J. Path. Bact. 1953, 
65, 401. 
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the warning of Boycott et el. regarding the risk to children 
should be taken to heart, all the more so because, contrary 
to the experience of these authors, we found that produc- 
tion of feces was not so infrequent and that they were 
soft and relatively voluminous if fresh vegetables were 
given as food. 


ni Central Laboratory, 
Workers Sick Fund (Kupat Holim), 
Haifa, Israel. 


Witty Hrrscu 
Raga SAPrRoO-HIRSCH. 


CORONARY HEART-DISEASE AND PHYSICAL 
ACTIVITY OF WORK 


Srr,—Dr. Morris and his collaborators have put forward 
a very interesting hypothesis and have been to great 
pains, with, I think, some success, to show that the 
excess mortality amongst sedentary workers is not due 
to their social circumstances—i.e., their income, which 
implies the amount of money available to spend on food, 
particularly the most expensive article of diet, fat. 

That this was a major hazard to surmount is obvious 
in that most work that requires physical activity is paid 
at a lower rate than work which can be done from a 
desk. I trust that their exposition will not draw attention 
from the fact that the main factor in the pathogenesis 
of atherosclerosis and hence coronary disease is a dis- 
turbance of cholesterol metabolism ; and in case your 
readers have not yet read it, I would like to draw attention 
to a recent article by Ancel Keys ! which is a fascinating 
addition to the vast literature already available on this 
matter. Keys states that American males, aged 40-65, 
have a higher mortality-rate than males in any other 
major country, excepting only Japan and Portugal. 
This high mortality was found to be due entirely to 
heart-disease, mainly coronary heart-disease. Americans 
according to Keys, have the highest fat consumption in 
the world and the cholesterol blood-pictures in these 
men are in line with this argument. Keys also mentions 
this fact of physical activity in the etiology. 

I have always felt that there is one other factor 
involved in the deposition of cholesterol] in the elastic 
arteries—first suggested by Thoma nearly sixty years 
ago—and that is a relative slowing of the blood-stream. 
When the lipophage was incriminated by Leary, I 
brought forward evidence,” to show that by the applica- 
tion of simple physical data it could be shown that this 
deposition occurred in elastic arteries where the blood 
velocity was slowest. The lipophage theory is out of 
date now, but I wonder if similar considerations could 
not apply to the modern lipoprotein macromolecules or 
the chylomicrons. If this is the case, may we assume 
that there is a faster blood-flow in the main coronary 
arteries of those whose work involves physical labour 
and hence their relative immunity to cholesterol 
deposition ? 

Ilford. I. GORDON. 


Sir,—I am most interested in the statistical analysis 
by Dr. Morris and his colleagues, and in your leading 
article last week. In a recent article* I anticipated 
your conclusions that the increased incidence of coronary 
heart-disease in general practitioners is due to lack of 
exercise and sedentary conditions, and that the higher 
incidence in the professional and upper classes may be 
also due to the richer diet in these classes. 

When Morris et al.‘ in their study of 6000 records of 
medical practitioners showed that the incidence of 
coronary-artery disease was greater in general practi- 
tioners than in specialists and other doctors, I came to 
the conclusion that this was due to the lack of exercise 
owing to the general practitioner’s hours of work, most 











1. Amer. J. Publ. Hith, 1953, 43, 1399. 

2. Arch. Path, 1947, 44, 247. 

3. Med. Pr. 1953, 230, 533. 

4. Morris, J. N., Heady, J. A., Barley, R. G. 
i, 503. 
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of his time being spent sitting at his desk doing his 
surgery, or sitting at the wheel of his car visiting patients. 
Having practised both as a general practitioner and as 
a specialist for many years, I could not accept the view 
that the mental stress of a specialist today was any 
less than that of a general practitioner. 

As you point out, there are two problems to consider- 
the causes of the basic atheroma, and the causes that 
lead to occlusion. Recent work, particularly by Gofman,® 
has shown that atheroma is related in some way to 
lipoid metabolism, and according to Gofman_ the 
recurrence-rate of myocardial infarction is significantly 
lessened in patients with established coronary artery 
disease whose level of lipoproteins has been reduced by 
restriction of dietery fat. Genetic influences, however, 
must play an important part, and in some cases are 
probably more important than habits of life and work ; 
for how otherwise can we explain the advanced degenera- 
tive atheromatous lesions found in the coronary arteries at 
an early age, which I found to exist in a review of 100 cases 
of coronary occlusion in young adults. Most of these 
young patients would have fallen into the Registrar- 
General’s social classes rv or v. There was no indication 
that special stress had been a sustained experience. 

Nevertheless, as I have pointed out,’ even if an 
individual is hereditarily predisposed to atheroma 
‘A useful contribution to the lowering of the incidence of 
coronary occlusion could be made by the general practitioner. 
Patients who have a family history of coronary disease or 
hypertension and particularly if they are of the coronary 
physique (mesomorphic type) should be advised to regulate 
their diet particularly as regards the lipoids so as to avoid 
overweight and obesity. If the occupation is of a sedentary 
nature regular exercise should be taken. The practitioner 
himself should also note the ‘Physician, heal 
thyself.’ ”’ 

Blackpool. 


saying : 
MAvuRICE NEWMAN. 


ARTERIAL TRANSFUSION 


Srr,—I was delighted to read Dr. Allan Brown’s 
experiences (Oct. 10) with arterial transfusion and bleed- 
ing in neurosurgery. I have seen how smoothly and 
efficiently this can be performed with a closed-circuit 
apparatus as designed and used by Dr. Peter Mortimer 
of the Bristol Neurosurgical Unit.’ 

I am prompted to report a case in which arterial 
transfusion was used for resuscitation, as the response 
was dramatic, though not maintained because of con- 
tinued haemorrhage. 


A man of 53, who had been run over by a bus, was seen 
at 6.30 P.M. on Oct. 13, 1953. He was unconscious and 
severely shocked with a fractured pelvis, open fractures of 
the right leg and left ankle, right mid-thigh and supra- 
condylar fractures, and a possible fracture of the base of the 
skull. The muscles of the right calf were extensively denuded. 
Resuscitation in the ward with dextran and blood intra- 
venously produced temporary improvement. The maximum 
blood-pressure was 110/75 mm. Hg, and the pulse-rate was 
84at 7p.m. There was no further improvement. 

He was given atropine gr. !/,9) and was taken to the anxs- 
thetic room in his bed at 9.45 p.m. A rapid decline was noted. 
The intravenous blood-transfusion would not run. Respira- 
tion was slow and periodic ; there was extreme pallor and a 
relaxed jaw. A laryngoscope was used to expose the relaxed 
cords which were sprayed with 2%, amethocaine. A cuffed 
tube was passed easily. Assisted respiraton with oxygen 
brought some colour back and a faint radial pulse. The 
patient was transferred from the bed to the operating-table 
which was in a 20° Trendelenburg position. 

The surgeon cut down on the right femoral artery, and 
transfusion by this route was started at 10 p.m. Four pints 
of blood was given in forty minutes. The respiration-rate 
improved dfamatically to 30 or 40 per min., and the systolic 
pressure rose to 80 mm. The peripheral circulation of ears 
and nail beds improved and the intravenous transfusion 





5. Gofman, J. W. Wis. med. J. 
6. Lancet, 1951, i, 1045, 
7. Mortimer, P. L. F. Anesthesia, 1951, 6, 125. 
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began to run well. An “ anesthetic’ consisting of gas and 
oxygen (2:1), pethidine, and ‘Scoline’ (50 mg. of each) 
was given. A right mid-thigh amputation was performed. 
A suprapubic incision revealed extensive extraperitoneal 
bleeding and blood-clot, a ruptured urethra, and extra- 
vasated urine. The bladder was drained. The pelvic 
bleeding could not be arrested and packs were inserted. 

At midnight the patient was returned to the ward; he 
left the theatre with a systolic pressure of 70 mm. Endo- 
tracheal oxygen was continued. The blood-pressure remained 
at about this level during the night. The pulse-rate was 
120, and the lungs were dry, but he deteriorated and died 
at 6.15 a.m. The total amount of blood given was seven 
pints, and of dextran six pints. 

At necropsy extraperitoneal extravasated blood from the 
pelvis had extended to the lower poles of the kidneys. There 
was a fracture in the base of the skull and a small subdural 
hematoma. Although these injuries were “ not compatible 
with life,” resuscitation did enable the amputation and 
exploration of pelvis to be performed. 


Central Middlesex Hospital, 


London, N.W.10. R. D. LEvIs. 


THE LETHAL AEROSOL 


Sir,—It came as a surprise to me recently to discover 
that seasonal pollution by smoke of the air of London 
was already becoming sufficiently troublesome in the 
days of Harvey to be regarded by him as a potential 
cause of disease. 

On Noy. 14, 1635, there died in London, at the alleged 
age of 152 years, Thomas Parr, a native of Shropshire, 
who had been brought from the country and presented 
to the King as a natural curiosity. A dissection of the 
body was performed by Harvey, from whose report? 
the following passage is taken. 

“The cause of death seemed fairly referrible to a sudden 
change in the non-naturals, the chief mischief being connected 
with the change of air, which through the whole course of life 
had been inhaled of perfect purity—light, cool, and mobile, 
whereby the precordia and lungs were more freely ventilated 
and cooled; but in this great advantage, in this grand 
cherisher of life this city is especially destitute ; a city whose 
grand characteristic is an immense concourse of men and 
animals, and where ditches abound, and filth and offal lie 
scattered about, to say nothing of the smoke engendered by the 
general use of sulphureous coal as fuel, whereby the air is at all 
times rendered heavy, but more so in the autumn than at any 
other season. Such an atmosphere could not have been found 
otherwise than insalubrious to one coming from the open, 
sunny, and healthy region of Salop; it must have been 
especially so to one already aged and infirm.”’ (My italics.) 

This is one context in which antiquity does not hallow. 
On the contrary our discredit is the greater in that we 
are shown to have been subjecting ourselves to these 
toxic vapours for so many generations and have not yet 
found a constructive solution. 


Department of Pathology, 
Guy’s Hospital, London, 5.E.1. 


G. A. K. MIssENn. 


REPUTATION OF SPINAL ANALGESIA 

Srr,— At the hearing described in your issue of Nov. 21 
(p. 1090) a professor of neurosurgery is reported to 
have stated that an anesthetist should know that a 
normal dose of spinal anesthetic is dangerous and 
involves the risk of permanent injury. In the same 
report, a distinguished neurologist asserts that it is high 
time that the whole problem of the complications of 
spinal anesthesia was 1e-examined by the medical pro- 
fession. While venturing to question the accuracy of 
the first opinion as reported, I suggest that nothing but 
good can come of the second suggestion. But the 
re-examination must not be prejudged. 

The neurologist, medical and surgical, sees only the 
very rare bad result, just as the laryngologist sees the 
uncommon granuloma of the vocal cord following endo- 
tracheal intubation, the dental surgeon the rare injury 


1. Harvey, William. 
Trans. Willis. 


Circulation of the Blood and other Writings. 
London, 1907. 
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to a tooth caused by a laryngoscope, the chest physician 
the unusual severe chest complication following a surgical 
operation. Is the anesthetist to be precluded from using 
his customary methods of anesthesia because of the rare 
complication, when tens of thousands of patients show 
no such complications at all ? 

It is an unfortunate fact that anesthesia and analgesia 
must always be purchased at a price and every care 
must be taken to see that this is the smallest one possible. 
But, in spite of the greatest care and attention to detail, 
occasionally it turns out to be high, whichever method 
or technique is used. 

At the present time most surgeons and anssthetists 
would agree that the indications for spinal analgesia 
have greatly decreased since the use of muscle relaxants 
became general, but I submit that the method when 
properly indicated—e.g., in certain obstetric or pelvic 
operations—and when skilfully carried out, may be of 
definite benefit to the patient and should not therefore 
be lightly discarded 


Westcliff-on-Sea. J. ALFRED LEE. 


THE ASCENT OF EVEREST 

Sir,—The annotation entitled The Ascent of Everest 
in your issue of Nov. 14 contains the statement that 
“the 1953 Expedition differed from its predecessors 
in having a physiologist who was not a mountaineer.”’ 

This statement is incorrect. The physiologist had, 
in fact, as much mountaineering experience as most of 
the climbers, but one cannot do physiology and climb 
as well. The scientific contribution to the success of 
the expedition was made possible by the survey of 
physiological problems carried out the previous year 
on Cho Oyu. This could not have been done by a 
physiologist who was not a mountaineer. 


Medical Research Council Laboratories, 
"3. 


London, N.W G. Puan. 


SUBCLINICAL POLIOMYELITIS INFECTIONS 


Sir,—Dr. Bradley (Nov. 28) is to be congratulated 
on maintaining his concept of ‘‘ narrow-stream ’’ spread 
of poliomyelitis in the face of overwhelming torrents of 
evidence to the contrary. 

Dr. Bradley notes that ‘* examples of ‘ narrow-stream ’ 
spread have now been recorded by many field workers.”’ 
I have not been able to discover any field studies which, 
after critical examination, alter my belief that polio- 
myelitis virus is widely disseminated. The best example of 
what Dr. Bradley calls ‘‘ limited selective distribution ”’ 
of virus is probably that of Brown et al.'. While I do 
not wish to embark on a criticism of their paper, it 
seems worth pointing out that the strains of virus in 
the outbreak which they studied were of low patho- 
genicity, and a single monkey might not have demon- 
strated virus in a single specimen. Tests by a more 
sensitive technique—e.g., that used by Melnick and 
Ledinko 2—might well have shown a more widespread 
distribution of virus. Perhaps more important is the 
point that in studies which have suggested a ‘ limited 
selective distribution ’’ there may have been little virus 
in evidence at the time the samples were taken for virus 
isolation. A serological technique, such as that employed 
by Melnick and Ledinko, overcomes this difficulty. 

It would seem to be short-sighted to base any con- 
clusion of possible control methods on a single study or 
even a single method of approach. The concept of a 
wide dissemination of virus, as opposed to a ‘‘ narrow 
stream,’’ is reached from epidemiological, as well as 
serological studies and virus isolations. At the same 
time, it should be stressed that the much quoted 100: 1 
or 1000: 1 ratio of non-paralytic to paralytic infections 
is a cumulative estimate and does not necessarily 


1. Brown, G. C., Ainslie, J. P., Gilliam, A. G., Zintek, A. R., Francis, 
T. jun. Amer. J. Hyg. 1952. 55, 49. 
2, Melnick, J. L., Ledinko, N. Ibid, 1953, 58, 207. 
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represent the finding in any one outbreak. This ratio 
probably varies greatly with a number of factors—e.g., 
the strain of the virus and also perhaps the habits of 
the people. With regard to the latter, it is hoped that 
Dr. Bradley’s ‘* general measures for controlling’’ the 
spread of poliomyelitis will provide some information. 
Control measures have not in the past been employed 
because, presumably, most people are more than 
doubtful that they would be successful. Nevertheless, 
I think I would share with you, Sir, surprise and delight 
if control methods based on the ‘‘ new evidence’’ to 
which Dr. Bradley refers are attended with success. 
London, N.W.7. G. W. A. Dick. 


LACTIC ACID IN THE TREATMENT OF 
OSTEO-ARTHRITIS 


Srmr,—I entirely agree with the criticism of Dr. 
Lawrence’s conclusions made by Dr. Vergette in your 
issue of Noy. 28. 

Though I have not found that the intra-articular 
injection of an acid solution arrests the disease of osteo- 
arthritis, it certainly gives remarkable relief. As a 
result of this, Dr. Vergette was almost overwhelmed by 
the large number of patients to whom he gave fort- 
nightly injections. The object of this letter is to suggest 
to Dr. Vergette the use.of acid potassium phosphate 
(with procaine), rather than procaine lactic acid. 
Injections have to be given less frequently. <A fort- 
night’s interval after the first and then injections every 
four or five weeks will, in most cases, maintain the 
relief. 


Lendon, W.1. H. WARREN CROWE. 


Parliament 


New Industrial Diseases Benefits 


THE House of Commons gave a second reading on 
Nov. 23 to the Industrial Diseases (Benefit) Bill. Mr. 
OsBERT PEAKE, Minister of Pensions and National 
Insurance, explained that its main purpose was to 
extend the provisions of the Pneumoconiosis and 
Byssinosis Benefit Act, 1951, to cases of partial disable- 
ment.. The 1951 Act provided compensation for cases 
of total incapacity or death in people with pneumo- 
coniosis or byssinosis who failed to get benefit or com- 
pensation either under the Workmen’s Compensation 
Acts or the Industrial Injuries Scheme which supplanted 
them in 1948. Since the 1951 Act came into force in 
March, 1952, some 6000 medical examinations had been 
made. In the first few weeks the panels had dealt with 
about 250 cases weekly, but the rate had now fallen to 
about 50. So far, 3300 awards had been made for total 
disablement and 840 for death. It had been generally 
agreed that the 1951 Act should, if possible, be extended 
to cover corresponding cases of partial incapacity, but 
a formidable difficulty was the immense burden which 
might be thrown on the medical panels both by a flood of 
original claims and by the possibility that, as disablement 
progressed, re-examination and re-assessment would be 
needed. The present Bill proposed a flat rate of payment 
equal to half the rate payable under the 1951 Act for 
total disablement. This would apply to all cases of 
partial incapacity of a degree sufficient to attract a 
continuing payment under the old Workmen’s Com- 
pensation Acts. This meant that a single medical 
examination would suffice at any rate until the time 
when partial incapacity became total. Even with this 
rough-and-ready method the new scheme might entail 
nearly as many extra medical examinations as the panels 
carried out in a single year under the Industrial Injuries 
Scheme. Clearly these examinations would have to be 
spread out over a fairly long period, but some people 
would qualify right away. 

The reason why the title of the Bill was not the same 
as that of the 1951 Act, Mr. Peake explained, was that 
the Trades Union Congress had brought before the 
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Ministry some cases of cancer, including mule-spinner’s 
cancer, and cancers caused by X rays or radioactive 
substances, which developed slowly and might exceed 
the time laid down for making a claim under the Work- 
men’s Compensation Act, 1925. <A general power was 
being taken in the new Bill to make a scheme for cases 
of late development. The cost of the proposals embodied 
in the Bill in a full year were estimated to impose a charge 
on the Industrial Injuries Fund of £750,000 for pneumo- 
coniosis, and perhaps £50,000 to £60,000 for other diseases. 


Clean Food Bill 


In the House of Lords on Nov. 24, Viscount WooLTon, 
Chancellor of the Duchy of Lancaster, moved the second 
reading of the Food and Drugs Amendment Bill,? which 
he hoped would be known popularly as the Clean Food 
Bill. Lord Woolton said that the 1938 Act, useful as it 
was, no longer protected the public from either the careless- 
ness or the perfidy of human beings. Since the war the habit 
of “ eating out ’’ had also grown and now extended over a 
wide range of people and places and prices. There had also 
been a great increase in the use of food prepared in factories 
and in the variety of processes of food manufacture. 
The scientist had become an important factor in food 
manufacture in recent years and had added much to the 
convenience and pleasures of life. But all the contribu- 
tions of science were not clear gain. In any trade there 
were some who were careless, some incompetent, and 
some not too scrupulous. The present laws on adultera- 
tion came from a cruder age when the treacherous trader 
mixed alum with his flour and sand with his brown sugar. 
In our more inventive and complex age, it had become 
the more necessary to protect the public from those 
who either from ignorance or greed endangered the 
public health. The Government were satisfied of the 
need to regulate these matters and to preserve a balance 
between what was good in science and what were the 
dangers. The present law had proved particularly 
inadequate in dealing with chronic toxicity, and the 
Bill laid down that the cumulative effect of additions or 
subtractions of ingredients or processes must be taken 
into account. 

But when all was done, Lord Woolton continued, 
much remained in the hands of the individual trader. 
The individual consumer must enforce higher standards 
by making more fuss when he met dangerous or disgusting 
practices. 

The parts of the Bill which appealed to Lord WEBB- 
JOHNSON were those designed to deal with misleading 
labels and advertisements, and those which regulated 
the addition of specified chemicals. It was true that the 
public themselves could do much to impose the adoption 
of cleanly methods on those who served food. But the 
public were often not particularly well informed on the 
correct way of handling food, and he hoped that every 
encouragement would be given to voluntary associations, 
such as the Order of St. John, to extend their courses 
of instruction on food matters. 

Lord HADEN-GUEsST hoped that the many regulations 
which would be required by the Bill would be written 
in plain English so that their purpose would be abundantly 
clear to those who were to carry out the work of inspection 
and to keep clean places where food is sold. 

Lord SEMPILL held that the Bill did not give the 
Ministers sufficient power to prohibit the use of sub- 
stances or processes which might have a deleterious 
effect on health. Eminent biologists and medical men 
had affirmed that the main reason for poor health in 
this country was the number of toxic elements in food. 
He believed it to be vitally important that the food on 
our tables should be the natural products, free from the 
adding and extracting ministrations of the food chemists, 
and treated with great discretion by the refrigerating 
and processing technicians. 

Lord BLEDISLOE said that dispensing chemists were 
apt to paste their own label over the manufacturers’ 
label when they were dispensing a proprietary preparation 
on a doctor's prescription. This concealed not only the 
name of the drug, but also the formula of its composition. 
Lord WooLToN thought this practice would be prohibited 
under the Bill. 


1. See Lancet, Nov. 21, 1953, p. 1091. 
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Drug-supplies for the East 

In an adjournment debate on Nov. 30, Mr. HEATHCOAT 
Amory, Minister of State for the Board of Trade, 
announced that the controls on some drugs, such as 


antibiotics, anti-malarials, and sulphonamides would 
be lifted at the end of this year. 


QUESTION TIME 
Sale of Condemned Meat 


Replying to Mr. BARNETT JANNER, Major Gwitym Lioyp 
GEORGE, Minister of Food, said that disposals of condemned 
meat and offal by public auction began on Aug. 1, 1953, and 
during August approximately 1100 tons were sold in this way. 

Mr. JANNER: In view of the large quantities of meat 
which are being sold, will the Minister take further pre- 
cautions than those indicated by him hitherto and see that this 
meat does not reach places where it will be used for human 
consumption ? Does he realise that the very high prices 
being paid indicate that it is being so used ?—Major Lioyp 
GEORGE : Under the new conditions of sales certain processes 
have to be gone through before the meat can be sold and, 
furthermore, under the new Food and Drugs Bill greater 
powers are taken to safeguard the position. He hoped to 
introduce the new conditions of sale in time for the next 
auctions in December. 


Sodium Fluoride and Dental Decay 


Mr. W111AM Ross asked the Secretary of State for Scotland 
in which areas an effort was being made to reduce dental 
decay by the application of solutions of sodium fluoride.— 
Mr. JAMES Stuart replied: Work of this kind has been 
carried out among school-children in Dundee, Edinburgh, and 
Fife. 

Motor-cyclists and Crash-helmets 

Mr. R. W. SorENSEN asked the Minister of Transport and 
Civil Aviation what information he had demonstrating the 
protective value of crash-helmets to motor-cyclists; and 
whether there was a supply of these helmets sufficient for all 
motor-cyclists.—Mr. HuGH MoLson replied : Medical research 
shows that the wearing of the best type of helmet greatly 
reduces the likelihood of fracture of the skull in accidents and 
makes head injuries generally less severe ; and sample figures 
taken before crash-helmets were common in civilian use 
indicated that the incidence of head injuries in motor-cycle 
accidents was over 50% among civilian riders but only about 
27% among Army riders wearing crash-helmets. I understand 
that supplies of crash-helmets appear to be keeping pace with 
the present demand. 


Hertford British Hospital, Paris 


Replying to a question, Mr. A. D. Dopps-ParkeEr, Joint 
Under-secretary of State for Foreign Affairs, said that this 
hospital had been shut completely since the summer of 1952. 
In 1951, which was the last complete year in which all the 
departments of the hospital were open and in use, the total 
expenditure on maintenance was 49!/, million francs. During 
that year fees paid by patients amounted to 17!/, million 
francs and income from investments was 4!/, million francs. 
The hospital’s total income from all sources was therefore 
22'/, million francs, leaving an excess of expenditure over 
income of 27 million frances (£27,300 approximately). Volun- 
tary gifts during the year amounted to 15'/, million frances and 
the net deficit was therefore 111/, million franes (£11,600 
approximately). In 1950 when the cost of maintaining the 
hospital was only 42 million francs—i.e., over 7 million francs 
less than in 1951—the excess of expenditure over income was 
18 million frances, which was reduced by voluntary gifts and 
subscriptions, amounting to 16 million francs, to a net deficit 
of 21/, million franes (£2,400 approximately). 


Tuberculosis Hospitals Waiting-lists 


Replying to Brigadier Mrpuicorr, Mr. Lary Mac.eop, 
Minister of Health, said the numbers of patients suffering from 
tuberculosis on the waiting-lists for admission to hospitals at 
the end of 1950, 1951, and 1952, respectively, were 9378, 7096, 
and 6126, 


Teaching Hospitals 


Sir WALDRON SMITHERS asked the Minister of Health what 
changes were contemplated in the policy of administration of 
the teaching hospitals—Mr. Macireop replied: None, 
at present. 
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Obituary. 


BASIL HUGHES 
D.S.O., M.A., M.B. Camb., B.Sc. Lond., F.R.C.S. 


Mr. Hughes, who died in London on Nov. 21, at the 
age of 75, will be remembered in the North for his work 
as surgeon to the Bradford Municipal General Hospital, 
and by colleagues elsewhere for his work in France and 
Salonika in the 1914—18 war. 

He was the son of Captain John Hughes, R.N., who 
later became a mathematical scholar of St. Catharine’s 

, College, Cambridge. From 
Eastman’s R.N. Academy he 
went to Selwyn College, Cam- 
bridge. Perhaps influenced by 
his father’s taste for mathe- 
matics, after he took his degree 
in 1907—he was well up in the 
list of wranglers—he was for 
a short time mathematics master 
in a Shropshire school. He 
then took up the study of 
veterinary surgery, but the 
interest thus aroused in anatomy 
and physiology made him 
change to medicine, and he 
entered King’s College Hos- 
pital with a scholarship. After 
a brilliant career as a student 
he qualified in 1909 and was 
appointed resident surgical 
officer at The Hospital for Sick 
Children, Great Ormond Street. In 1911 he took the 
F.R.C.S., and the same year he became resident surgical 
officer at the Bradford Royal Infirmary. Two years later 
he set up as a consulting surgeon in Bradford. 

At the outbreak of war in 1914 he was called up at 
once as a Territorial officer, and after six months in 
England went as a regimental medical officer to France, 
where most of his time was spent in the front line or 
the nearest clearing-station. The saga of these years 
can be read between the lines of his War Surgery, from 
Firing-line to Base. H. S. B., his collaborator in this 
book, recalls the stir and controversy engendered by 
Hughes’s work and personality in the Army hospitals in 
Salonika in 1916. 

‘“He came to Salonika from France already endowed 
with a unique experience of war surgery in the front line, 
even in the trenches. While there, he had made a searching 
practical study of the technique of irrigation of wounds 
introduced by Carrel and Dakin, and he had finally discarded 
the older antiseptic methods in which he had been trained, 
in favour of the new. In Salonika, where no-one had yet 
practised these methods, he naturally encountered a good 
deal of opposition, not unmixed with professional jealousies ; 
but despite all difficulties his unit in the 28th General 
Hospital soon became a show-place for war surgery. 

“It must be difficult for younger surgeons to visualise the 
treatment of war wounds, especially those complicated by 
gas-gangrene and profound shock, without the aid of chemo- 
therapy, antibiotics, or blood-transfusion. The patient, after 
a surgical débridement, had to rely solely upon his own 
powers of recuperation, aided at this time by continuous 
irrigation of the septic surfaces with hypochlorite solution. 
The first impression one had of Hughes’s wards was of a 
forest of irrigating stands supporting automatic flushing 
apparatus with rubber tubes stretching out in all directions 
to the patients in adjoining beds. It was most exhausting 
work, not only for Hughes himself, but for all his medical 
and nursing staff, but it was carried on with great enthusiasm 
when much improved results began to be apparent. There 
must be many soldiers of that time who were saved from 
amputation by the skilled and devoted work of Hughes and 
his teams in Salonika. 

‘** Hughes’s long sound basic training, combined with his 
war experiences, turned him into a brilliant surgeon, and his 
reputation was enhanced by a charming manner and winning 
smile. He was, however, an intense individualist and could 
not work long with anyone whose views differed even slightly 
from his own. There would come a sudden revulsion of feeling 
as if his Celtic temperament had been jarred, and then an 
apparently inexplicable coldness, and usually final estrange- 
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ment. So he tended to become a somewhat lonesome figure, 
pursuing his own brilliantly successful career almost alone. 

‘** He lived a long and strenuous life with single-minded 
devotion to the task upon which his heart was set. That 
was to give his patients equally, and with right good will, the 
highest skill which surgery could provide—whether they 
were Tommies in the trenches, poor children in a Bradford 
Hospital, or wealthy private patients—and he followed his 
gleam with zest and fervour and joyful satisfaction.” 

For his war services the Order of St. Sava of Serbia 
was conferred on him, and in 1918 he was appointed D.s.o. 

After the war Hughes returned to Bradford where 
he was appointed assistant surgeon to the Children’s 
Hospital, and later to the Royal Infirmary. About this 
time St. Luke’s Hospital was being transformed into 
one of the great municipal general hospitals of the 
country, and in 1922 Hughes was appointed one of its 
first consultant surgeons with 100 beds. Here he found 
full scope for his operative ability in general surgery. 

B. H. S., who was his colleague in this venture, still 
remembers his first meeting with Hughes soon after he 
came to Bradford. 

‘A short lithe figure—he had played in the forward line 
of the Stoke City A.F.C.—surmounted by a large well-shaped 
head, shy cherubic features, and a philosopher’s brow. But 
it was during our 18 years together at the Bradford Municipal 
General Hospital that I came to know and appreciate his work. 


“He made the surgical side of the hospital known and 
respected throughout the West Riding, and beyond. The 
hospital’s success in its new réle was largely based on his 
reputation. To see him operate was an xsthetic delight, and 
a lesson to the ham-handed. The theatre hushed as at a 
solemn rite, his sensitive hands moving delicately, smoothly, 
swiftly, purposefully through all stages of the operation. 
He was the first in the North to try out ‘ Avertin’ as a basal 
anesthetic. During the latter half of our association he did 
most of his abdominal surgery under local and splanchnic 
analgesia. He brought new ideas from Vienna and Denmark 
on fractures and gastric surgery. His list at St. Luke’s 
often included 15-20 operations. He was a man of restless 
activity and well-stored mind, and in his meagre spare time he 
found solace and pleasure in music, of which he was an 
informed lover and a fine executant on piano and organ.”’ 


During the second world war Hughes again did great 
work for wounded Servicemen, and initiated and 
organised a special ward at St. Luke’s for the prevention 
and treatment of shock. He was a fellow of the Associa- 
tion of Surgeons of Great Britain and Ireland, and a 
founder member of the International College of Surgeons. 

When he retired in 1945, he characteristically took 
up a completely different occupation with great 
enthusiasm and success. He became a farmer in Corn- 
wall, installed the most up-to-date equipment on his 
farm, did all his own tractor work up to the age of 75, 
and lived a hard-working country life away from all 
except local society, as self-contained as ever. He 
became an enthusiast for completely natural home- 
produced food, especially wholemeal bread. ‘““ My 
patients,”’ he wrote to a friend ‘‘ are now the population 
of the soil,’’ and he strove to produce the highest nutrients 
from the soil with the same enthusiasm as he had striven 
to help his patients. 

Mr. Hughes married in 1932, as his second wife, 
Miss Norah Blaney, the actress, and she survives him. 


THOMAS WILLIAM LUMSDEN 
M.D. Aberd. 

Dr. Lumsden, director of cancer research at the 
London Hospital from 1930 to 1942, died on Nov. 24 
at the age of 78. 

He was the son of the Rev. Edward Lumsden, of 
Midmar, Aberdeenshire, and he was educated at 
Aberdeen Grammar School. At the University of 
Aberdeen, where he graduated M.B. with honours in 
1897, he was awarded the Fife Jamieson gold medal 
in anatomy, the Shepherd gold medal in surgery, and the 
Struthers gold medal in anatomy. In 1900 he settled in 
practice in Belgravia and the following year he took the 
degree of M.D. with commendation. 

During his twenty-five years in general practice he 
lived a comfortable and, to outward appearances, 
contented existence. But he was not really happy in 
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this work. Even asa student he had been of an inquiring 
mind, and as he did not find an outlet for this in general 
practice he turned his attention to laboratory research. 
The Lister Institute was nearby and the head of the 
bacteriological department in those days was Professor 

later Sir John—Ledingham who had been a fellow 
student at the University of Aberdeen. It was presum- 
ably through Ledingham that Lumsden obtained the 
introduction to Sir Charles Martin, director of the 
institute, which started him on a research career. At 
first he gave only a part of his time to his investigations. 
He would look in at the Lister when going the round of 
his patients, make an experiment, and then dash off 
again to his practice. Gradually he became more and 
more absorbed in his laboratory work until he decided 
to give up his practice and devote himself entirely to 
research, and in 1925 he became an honorary assistant 
in the pathology department of the institute. At first 
he was interested in the existence of supplementary 
respiratory centres, but soon cancer occupied all his 
attention, and in 1928 he moved to the London Hospital, 
where two years later he was appointed director of 
cancer research. 

With the outbreak of war and the dispersal of the 
London Hospital and its medical school over Essex 
and the adjoining parts of Middlesex and Hertfordshire, 
Lumsden was moved to Chase Farm Hospital at Enfield. 
Here he was given laboratory space and the opportunity 
of putting the finishing touches to his researches with a 
view to writing up his work on anti-cancer sera. Towards 
the end of the war, this work accomplished, he retired 
from the London Hospital and went to live in 
Hertfordshire. 

A former colleague writes: ‘‘ Like others before him, 
Lumsden was imbued with the idea of making an anti- 
cancer serum ; and to this end he devoted himself with 
a fervour which was almost religious. He imagined 
that it might be possible one day to treat malignant dis- 
ease by means of antisera: it was as simple as that ; 
he saw his problem clearly in black and white and he 
set himself to solve it with the optimism born o 
enthusiasm. What did he achieve in all the years he 
devoted to cancer research ? It is sad to think that so 
much thought and skilful work should have left so 
insubstantial a record, though one hastens to say that 
this was hardly his fault. He had his critics it is true, 
but it would be the greatest mistake lightly to dismiss 
Lumsden and his work. He was single-minded in his 
enthusiasm for his research and he believed so strongly 
in himself and his mission that he was prepared in middle 
age to abandon the security and affluence of a well- 
established practice for a research post without any 
assured future. Had he been better trained in the 
scientific method and had he been a little more amenable 
to guidance, he might well have left a better record of 
achievement. 

‘ Lumsden was a difficult man to know. At work he 
was on the friendliest terms with his colleagues, but 
none was allowed to intrude into his private life. It 
was known that he lived in Chelsea, but where exactly 
was not recorded. One of his recreations was drawing ; 
for a time he was a member of a life class in Chelsea and 
his work showed that he was not without talent. He 
enjoyed orchestral music, particularly Wagner. But 
it was at work in his laboratory that he undoubtedly 
found his greatest happiness.” 





In our obituary of Mr. T. G. Stevens (Nov. 21) we stated 
incorrectly that his wife survived him. Mrs. Stevens died on 
April 2 of this year. 


Appointments 





BopMAN, R. IL., M.B. Brist., D.A.: anesthetist (consultant), St. 
Peter’s, St. Paul’s, and St. Philip’s Hospitals, London. 

BURKE, JOYCE, M.D. Lond., M.R.C.P., D.OBST. : asst. medical regis- 
trar, The Hospital for Sick Children, Great Ormond Street, 





London. 

MARTIN, I .. M.B. Lond., D.A.: consultant anesthetist, North 
Gloucestershire clinical area. 

Ross, Davip, M.B. Glasg., F.R.F.P.s.:  physician-superintendent 


(consultant), Stratheden Hospital, Cupar, Fife, and Strathore 
Mental Deficiency Institution. 


WAGNER, JOAN, M.B. Witwatersrand, M.R.c.P.: asst. medical 


. registrar, The Hospital for Sick Children, Great Ormond Street, 
;. London. 
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A GREAT PHYSIOLOGIST 


Torsten Thunberg was almost 80 when he died on Dec. 4, 
1952, after a short illness initiated by a fractured femur. He 
was actively engaged in research until the very end, and 
his last paper—a review of citric-acid metabolism—was pub- 
lished in Physiological Reviews a month after his death. 
Thunberg will always be remembered for his work on biological 
oxidations, which he pictured as proceeding by the enzymatic 
activation and subsequent transference of 2 hydrogen atoms 
from the molecule undergoing oxidation to some suitable 
hydrogen acceptor which might be another cellular component 
or oxygen itself, or, for experimental purposes, methylene- 
blue. This conception enabled biochemists to visualise and 
explore the controlled oxidations which characterise living 
cells far better than the idea of an “ active’”’ or activated 
oxygen could ever have done, and was the inspiration of much 
of the great work on cellular oxidations carried out in Cam- 
bridge between the two world wars. Thunberg was one of 
those men whose genius overcame physical limitations, for his 
department was very small and so limited in numbers that he 
was never able to build up a great school. Nevertheless, he 
lived to see the creation of one of his heart’s desires—the new 
physiological institute at Lund, which is devoted very largely 
to research. 

Mural tablets are dull things, and even bricks and mortar 
offer scanty satisfaction to the creative mind. Workers at the 
new institute, therefore, decided to dedicate a supplement of 
the 30th volume of Acta Physiologica Scandinavica to their 
great predecessor, and the book contains their tributes to his 
memory and inspiration in the shape of nineteen original 
papers on various aspects of physiology. 


APPROVED NAMES FOR DRUGS 


THE British Pharmacopeia Commission has issued the 
following new supplementary list of approved names : 
Other names 

7 -Chloro - 4 - (3-diethy laminomethy]- 
4-hydroxyanilino) quinoline. 

Camoquin. 

Tetrasodium salt of 4: 4’-bis-[7-(I- 
amino - 8 - hydroxy - 2: 4 -disulpho) 
naphthylazo]-3:3’-bitolyl, 

Evans Blue. 

An antibiotic produced by a strain 
of Streptomyces halstedii. 

Magnamycin. 

Decamethylene - 1:10 - bis-1-(3:4- 
dimethoxy benzyl) -1:2:3:4-tetra- 
hydro-6:7 dimethoxy -2 -methyl- 
isoquinolinium methylsulphate. 

Laudolissin. 

1-p-Chlorobenzhydryl-4-m-methyl- 
benzylpiperazine. 

Ancolan is the dihydrochloride, 


RESEARCH ON DELINQUENCY 


As a rule an aura of youth and inexperience surrounds a 
second annual report ; but this does not apply to the second 
report! of the Institute for the Study and Treatment of 
Delinquency which was incorporated last year. This body, 
of course, is identical with the Institute for the Scientific 
Treatment of Delinquency which has been in action since it 
was founded by the late Dr. E. T. Jensen in 1931. The 
Portman Clinic which he also founded now operates in the 
National Health Service under the egis of the Paddington 
Hospital. Among the research projects sponsored by the 
institute are an inquiry into the part played by low intelligence 
in the causation of delinquency, a statistical study of 250 
delinquent boys aged 7-17 seen at the Portman Clinic in 
1952-53, and a study of the effect of cestrogens on sexual 
offenders. A joint committee of the institute and the Howard 
League for Penal Reform has been set up to make a short 
investigation of cases of cruelty to children. The Prison 
Commissioners have agreed to allow those sentenced during 
the past year for offences involving cruelty to children to be 
examined psychiatrically ; and a concurrent study is being 
made of the social, economic, and cultural background of 
the families in which the cruelty occurred. 

The institute conducts extension lecture courses fcr the 
diploma in social studies, and for the new diploma in socio- 
logy, of the University of London; and also arranges week- 


Approred name 
Amodiaquine .. : 


Azovan Blue 


Carbomycin 


Laudexium Methylsulphate .. 





Meclozine 





1. Annual Report, 1952-53. Institute for the Study and Treat- 
ment of Delinquency, 8, Bourdon Street, Davies Street, London, 
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end courses on delinquent and criminal behaviour for 
psychiatrists. It offers study courses for magistrates, assists 
with the Home Office courses for probation officers in training, 
and arranges lectures for prison officers. A summer school 
is to be held next year at Oxford, from Sept. 18 to 25, on 
the Changing Attitude of Society to Criminal Responsibility. 
The Paddington Hospital Group Management Committee 
have made two grants, each of £50, to the Portman Clinic, 
for the purchase of medical books. These are being added 
to the Jensen memorial library, and books have also been 
bought with a grant made by the trustees of Dr. Jensen. 
Among the publications of the institute are the British Journal 
of Delinquency, now in its fourth year, and a range of 
pamphlets on psychiatric and criminological subjects. 


CARDS FOR CAUSES 


THE British Epilepsy Association have just notified us that 
this year they, too, are selling Christmas cards and Christmas 
seals. The cards, which are sold at 5s. 6d. a dozen postage 
paid, carry a design by Haro of Father Christmas skating, and 
at the same time juggling in a reckless manner with five stars. 
The seals, bearing the candle design which is the emblem of 
the association, are sold at ls. for a sheet of 48. Both may be 
had from the association, 136, George Street, London, W.1. 


JAMES BRIDIE’S DRAWINGS 


THE late Dr. O. H. Mavor (James Bridie) saw an exuberant 
and ludicrous world, and drew what he saw with genial gusto. 
In his drawings of university personalities at present on exhibi- 
tion in the print. room of the Department of Fine Arts at 
Glasgow University, he pulls the legs of the great men of 
yesterday and today mischievously and without malice. 
The great Sir William Macewen quizzes a hapless medical 
superintendent remembering his name but failing exactly 
to recollect his face. Sir Robert Muir in his laboratory, 
disreputably dressed, flatly rejects the offer of a new coat from 
his immaculate assistant, the future Professor Shaw Dunn. 
One surgeon is shown introducing martial law into his theatre ; 
a second receives from an urbane medical colleague an 
unwelcome lesson in medical deportment. There are grotesque 
but wholly successful caricatures of the formidable Sir Donald 
MacAlister, of Murdoch Cameron in a bathing suit, of a 
prognathous and discursive E. P. Cathcart, and one can 
even see Graham Kerr dividing by binary fission. 


FILMS AT LONDON MEDICAL EXHIBITION 

Mokk films but fewer new films than in previous years were 
shown at the London Medical Exhibition last month. A very 
good French film on The Cyto-Diagnosis of Uterine Cancer 
(20 minutes; sound, colour) with an English commentary 
shows the collection of biopsy specimens and the staining and 
appearance of the sections by cinemicrography. The two 
parts of the film are detailed ; and each part appears to have 
been intended for a different audience, though the whole film 
will be appreciated by both clinicians and _ pathologists. 
Gastrectomy with Jejunal Replacement (20 minutes; sound, 
colour) demonstrates the operation which was the subject of a 
Hunterian lecture by Mr. F. A. Henley earlier this year. The 
procedure is clearly shown and readily understandable by 
gastric surgeons; but those less familiar with the Billroth 
operations will gain little from the film. On the other hand, no 
previous knowledge of the subject is necessary to understand 
and enjoy Marrow Puncture (33 minutes ; sound, colour). The 
technique of sternal puncture is shown both on a patient and 
on anatomical models, and other sites suitable for marrow 
puncture are demonstrated. The film ends with a farcical 
section in which the advice given in the film is ignored. 
Nalorphine (10 minutes ; sound, colour) deals with the response 
in dogs deeply narcotised with morphine and other opiates to 
the intravenous injection of the new drug. A large clock is 
started as the injection is given, and the dogs recover. fully 
quite suddenly some ten to twenty seconds later. Pentothal : 
Its Use in Intravenous Anesthesia (45 minutes; sound, 
colour) is disappointing. The film is in the form of a chat 
between an anesthetist and a student, mostly in the surgeon’s 
room whilst they are awaiting the arrival of a patient for 
operation. Periodically the anesthetist’s words are illustrated 
by scenes of an anesthetist at work in the anesthetic room and 
theatre, and at one stage the student is taken to another room 
to see a film of thiopentone being used. Reduction of Surgical 
Hemorrhage by Controlled Hypotension (42 minutes ; sound, 
colour) is a detailed exposition of the use of hexamethonium 
compounds during anzsthesia by means of demonstrations in 
the operating-theatre, animated diagrams, and puppets. A 
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new American film The Antibiotics and Terramycin (22 minutes ; 
sound, colour) deals rather superficially with the history of 
antibiotics and the use of terramycin. The British Vene- 
puncture (14 minutes ; sound, colour) is designed for general 
practitioners and gives valuable hints on minimising trauma. 


MEDICAL SCHOOLS OF THE WORLD 

Tue World Health Organisation has published the first 
World Directory of Medical Schools (H.M. Stationery Office. 
25s.) which lists more than 500 medical teaching institutions 
distributed over 84 countries. With so much ground to cover 
the editors have wisely restricted the information thev offer 
about each school to such salient facts as number of students 
and staff, duration of studies, and fees. Even so there are, 
not unexpectedly, a number of blanks in their informative 
pages. 





University of Oxford 
On Nov. 21 the degree of D.m, was conferred on P. B. S. 
Fowler. 


University of London 

At a recent examination for the academic postgraduate 
diploma in psychological medicine, G. F. Vaughan and Lorna 
Wheelan were successful. 


Queen’s University, Belfast 
Dr. R. A. Womersley has been appointed to a lectureship in 
medicine. 


Royal College of Obstetricians and Gynecologists 
At a recent examination for the D.oBstT. the following were 
successful : 


Cc. A. C. Abraham, R. D. Allen, J. P. Alvey, A. G. Amias, J. A. D. 
Anderson, J. R. Angwin, J. H. Armstrong, Robert Bain, D. A. 
Baird, Doreen 8. Ball, G. V. Balmforth, J. A. C. Bamford, A. A. 
Bapty. A. P. Barclay, N. H. Barley, H. C. Barr, A. C. Beatty, 
H. R. C. Benny, W. G. Benson, J.S. Berkeley, Margaret 8S. Beveriand, 
J. R. Billinghurst, Dorothy G. Blackett-Ord, R. C. Bloomfield, 
D. G. Bluett, Audrey A. Boutwood, Iona M. Brereton, R. W. 
Brotherwood, B. J. Brown, C. T. Brown, G. L. Brown, J. D. Bruce, 
C. V. Bullen, A. K. Burt, Seonaid C. Cameron, Patricia E. Campbell, 
R, W. Campbell, Reginald Carr, Sumathi R. Chandy, Sin Giap Chua, 
B. W. Cole, P. F. A. Crawshaw, Barbara M. St. J. Coventry, H. J. E. 
Cox, G. E. Crawford, P. M. Crawford, Flora M. Dale, G. M. Davidson, 
1. F. Digby, Josephine Dolan, K. C. Easton, Barbara C. Edwards, 
B. D. Ellis, Doreen A. Ellis, Lionel Elton, H. A. Evans, Margaret G. 
Fairman, D. C. Faull, L. C. Fernandez, F. I. Firth, J. A. Fleming, 
Marjorie H. E. Flowerday, D. 8. Foster, I. H. Gardner, W. A. Gentle, 
W. J. Glover, Mervyn Goodman, Leonora H. Goulty, C. W. Grant, 
Monica C. Grant, Cary C. Griffiths, Jean M. Halliwell, Elinor C. 
Hamlin, J. L. Hanington, Maureen E. Hardeman, J. G. Hayes, 
Margaret A. Hayes, John Hennigan, J. R. Hewett, Michael Howett, 
d ). Jackson, R. J. Jameson, Andrew Jervis, D. D. Johnstone, 
G. M. Johnstone, Zohra Begum Kazi, T. W. Kidd, F. F. Kinnaird, 
W. A. Kirkpatrick, T. P. Kissack, R. L. Kleinman, Mukulika Konar, 
Yu Shing Lam, A. N. Horwitz, Sheila M. Lane, A. S. Liddell, Ruth 
Lister, Mary I. Lloyd, Anne E. T. Lodge, W. H. McBay, T. D. 
McCarthy, Jessie Macdonald, Morag 8S. Macdonald, John MacIntosh, 
M. J. McKenna, Alexander Mackinnon, J. H. Marks, Helen F. 
Martin, J. B. H. Martin, P. L. Martin, D. G. May, Prabha Mehra, 
A. H. Mendoza, B. R. Middleton, N. A. Miles, R. H. D. Miles, 
A. P. Millar, A. P. Miller, D. D. Moir, Marjorie Monk, J. L. Montag- 
non, R. D. Morbey, D. F. Morley, J. D. Morris, E. A. Murray 
Joan M. Nabarro, Shirley E. Nathan, R. W. A. Nel, P. A 
Normandale, R. C. Norton, K. C. Nyman, Irene M. F. Ondatje, 
Heather M. Panton, E. R. Parry, Mary C. W. Paterson, D. C. 
Pattison, Peter Pau, Barbara M. Philpott, A. C. C. Pinion, G. H. G. 
Poole, Gertrude M. Pullan, T. A. I. Rees, J. G. Rider, K. J. Roberts, 
Charles Rooney, J. J. O’C. Rorke, A. D. Rose, Leslie Rose, D. P. 
Rough, Prokash Chandra Roy, F. C. Rutter, P. E. Rutter, 
R. G. Seager-Thomas, Noel P. Shannon, James Sharp, Mary E. T. 
Sheridan, H. A. D. Shirlaw, J. Ll. Skinner, A. I. Smith, D. P. Q. 
Smith, Lindsay Smith, R. C. Smith, A. G. Stephens, Monnica C. 
Stewart, A. M. Stobie, G. F. Stone, H. L. Symon, G. W. Taylor, 
Mary T. Taylor, J. C. Turner, Barbara V. Tyman, Lilian S. Underhill, 
T. W. West, I. J. Waite, Mary J. Watson, J. N. Wattie, H. B. G. 
Webb, A. L. Wells, W. G. Wenley, Constance M. Wilkinson, F. C. 
Wilkinson, Ronald Williams, E. A. Wilson, Janet W. Worling, 
Margaret E. Wort, Victor Zuck. 


Royal Medico-Psychological Association 

At recent examinations for the p.p.m. the following were 
successful : 

J. D. C. Currie, R. 8S. Ferguson, T. E. Hall, I. E. J. McLauchlan, 
M. J. Raymond, A. Smellie, Elizabeth Shoenberg. 
Harveian Society of London 

The subject for the Buckston Browne prize (£100) for 1954 
is to be Medical Problems of the Overweight Patient. Essays 
should reach the hon. secretaries of the society, 11, Chandos 
Street, W.1, by Dec. 1, 1954. 


Royal Microscopical Society 

At a meeting of this society on Wednesday, Dec. 16, at 
5.30 p.m., at Tavistock House South, Tavistock Square, 
London, W.C.1, Mr. R. W. G. Wyckoff will speak on the 
Electron Microscopy of Viruses. 
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THE LANCET} DIARY OF THE 
School Dentists 
Speaking at Wakefield on Nov. 27 Miss Florence Horsbrugh, 
Minister of Education, said that there were now the equivalent 
of 928 full-time dentists in the school dental service. This 
was the highest figure so far recorded. 
Medical 
The I 
8 P.M. 


Association for the Prevention of War 
sondon branch of this association is holding a forum at 
on Wednesday, Dec. 9, at 45, Russell Square, W.C.1, on 
the theme of Racial Discrimination, when Prof. L. 8S. Penrose, 
F.R.S., will discuss the scientific basis of racial theories. 


Journées Médicales de France et de l’Union Francaise 

Prof. C. Lian will preside over the journées which are 
to be held in Paris from April 21 to 24. Medicine and the 
Improvement of Life has been chosen as the general topic for 
the meeting. Further particulars may be had from the 
secretariat, 12, rue Pierre Geofroix, Colombes (Seine). 
Anglo-French Exchange Bursaries 

Applications are now invited for bursaries which will be 
awarded in 1954 to young British doctors under the exchange 
scheme arranged by the French Embassy in London between 
the Institut National d’Hygiéne in Paris and the Ciba 
Foundation in London. 

The grants (60,000 francs a month) will be awarded for two to four 
months to doctors who wish to obtain clinical experience or carry 
out medical research in France. Application forms may be had from 


Dr. G. E. W. Wolstenholme, director of the Ciba Foundation, 41, 
I ortland Place, London, “he closing date for applications is 


WEEK—BIRTHS, MARRIAGES, AND DEATHS 
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Medical Artists’ Association 

Work to be submitted for the examination for the member- 
ship of this association should reach Miss Audrey Arnott, 
The Rotunda, Radcliffe Infirmary, Oxford, by Jan. 30. 
Application forms may be had from the hon. secretary, 
Miss Margaret McLarty, at the same address. 


International Organisation against Trachoma 

The next meeting of this body will take place at Montreal 
on Sept. 11, 1954, under the chairmanship of Mr. A. F. 
MacCallan. Offers of communications should be sent to the 
secretary-general of the XVII International Congress of 


Ophtietesiogy, 100, Ist Avenue Buildings, Rochester, Minn., 
U.S./ 


British Association of Urological Surgeons 

The annual meeting of this association will be held next 
year from June 24 to 26 in Dublin, under the presidency of 
Mr. Terence Millin. The main subject chosen for discussion 
is Irradiation Therapy in Urology. Dr. G. W. Blomfield will 
be the opening speaker, and Mr. E. W. Riches, Mr. D. 8. 
Poole Wilson, Mr. J. D. Fergusson, Mr. R. Cox, and Mr. 
D. M. Wallace will also take part. 





The Proceedings of the First International Congress on Medical 
Records, which was held in London in September, 1952, have now 
been published. Copies may be had from the hon. secretary of the 
Association of Medical Records Officers, Christie Hospital, Wilmslow 





Feb. Road, Manchester (26s. plus postage). 
: INSTITUTE OF UROLOGY, 10, Henrietta Street, W.C.2 
Diary of the Week 5 pm. Mr. J. G. Sandrey: Urological Emergencies in General 
Practice. 
BIRMINGHAM MEDICAL INSTITUTE, 154, Great Charles Street, 
oe 9 Birmingham, 3 

DEC. 6 TO 12 8 p.m. Section of Psychiatry. Dr. R. A. Sandison: Place of Art 

Monday, 7th Therapy in Treatment of Mental Iliness. 


POSTGRADUATE MEDICAL SCHOOL OF LONDON, 
P.M. Prof. A. Haddow: Recent 
Pathology of Cancer. 
UNIVERSITY COLLEGE, Gower Street, W.C.1 
4.45 p.m. Mr. H. Gutfreund, pa.p.: Molecular Forces in Protein 
Solutions. (First of two lectures.) 
RoyaL Eye Hospira, St. George’s Circus, 8.E.1 
5.15 pm. Dr. T. H. Whittington: The Refraction Case—Six 
Factors Producing Good Sight. 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 28, 
Place, W.1 
5 p.m. Sir Henry Dale, o.M., 
Medicinal Treatment. 
Hu NTERIAN SOCIETY 
7.30 p.m. (Talbot Restaurant, 64, 
J. Aldren Turner, Mr. H. 
Neck. 


8th 


COLLEGE OF PHYSICIANS, Pall Mall East, 
Dr. Maurice Davidson : Medicine in Oxford—A Historical 
Romance. (First of two FitzPatrick lectures.) 
UNIVERSITY OF LONDON 
5.30 pM. (University College.) 
Thinking Without Words. 
ROYAL EYE HospImtTaL 
5 p.m. Prof. Arnold Sorsby : 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE 
5 pM. Sir Henry Dale: Changes and Prospects in Medicinal 
Treatment. (Second of three Harben lectures.) 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 


W.12 
Experimental 


Ducane Road, 
Trends in 


Portland 


F.R.S.: Changes and Prospects in 
(First of three Harben lectures.) 


London Wall, 
Osmond-Clarke : 


E.C.2.) Dr. 
A Pain in the 


Tuesday, 


ROYAL 
5 PLM, 


S.W.1 


Prof. Otto Koehler (Freiburg) : 


Nature of Congenital Anomalies. 


5.30 p.m. Dr. P. D. 
West END HOospimTaL 
Lane, W.1 
5.30 pM. Mr. I. R. MeCaul: 
CHELSEA CLINICAL SOCIETY 
30 PLM. (South Kensington Hotel, 41 
S.W.7.) Mr. Dickson Wright: 
Dockers. 
MANCHESTER MEDICAL SOCIETY 
5 p.m. (Medical School, University 
Surgery. Prof. C. G. Rob: 


Wednesday, 9th 


ROYAL COLLEGE OF SURGEONS, 
t P.M. 


Samman : 
FOR 


Reticulosis. 
NERVOUS DISEASES, 40, Marylebone 
Investigation of Cerebral Tumour. 


, Queen’s Gate 
Dictators 


Terrace, 
and their 


of Manchester.) 
Arterial Grafting. 


Section of 


Lincoln’s Inn Fields, W.C.2 
Sir Reginald Watson-Jones: Fracture Treatment in the 
Next Half-century. (Bradshaw lecture.) 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2 p.M. Prof. G. M. Bull: Tests of Renal Function. 
three lectures.) 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE 
> pM. Sir Henry Dale: Changes and Prospects in Medicinal 
Treatment. (Last of three Harben lectures.) 
INSTITUTE OF DERMATOLOGY 
5.30 p.M. Dr. H. Haber : 
INSTITUTE OF NEUROLOGY, 
5 pm. Dr H. Hécaen 
Minor Forms. 
INSTITUTE OF PSYCHIATRY, Maudsley Hospital, 
5.30 pM. Dr. Eliot Slater: The 
Concepts of Responsibility. 


(First of 





Reticulosis. 
National Hospital, Queen Square, W.C.1 
(Paris): Balint’s Syndrome and its 


Denmark Hill, 8. m4 
MecNaughten Rules and Moder 


MANCHESTER MEDICAL SOCIETY 
4.30 P.M. (Medical Sc neal. University of Manchester.) 
Pathology. Dr. . C. Cockburn : 
Whooping-cough V accines. 


Thursday, 10th 


ROYAL COLLEGE OF PHYSICIANS 
5 pM. Dr. Davidson: Medicine in Oxford—a 
Romance. (Sec ond of two FitzPatrick lectures.) 
ROYAL COLLEGE OF SURGEONS 
5 pM. Mr. St. J. D. Buxton: 
lecture.) 
ROYAL Society, Burlington House, Piccadilly, W.1 
1.30 p.M. Sir Francis Walshe, F.R.s.: Contribution of Clinica 
Observation to Cerebral Physiology. (Ferrier lecture.) 
ROYAL Socrety OF TROPICAL MEDICINE AND HYGIENE, 26, Port- 
land Place, W.1 
7.30 pM. Dr. Henry Foy: Influence 
Synthesis of Hemopoietic 
Anemia of Africans. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4.30 P.M. Professor Bull: Tests of Renal Function. 
three lectures.) 
ROYAL ARMY MEDICAL COLLEGE, Millbank, S.W. 
5 pM. Dr. G. 8S. Wilson: Work of Public 
Service. 
INSTITUTE OF CARDIOLOGY 
Street, W.1 
9.30 a.M. Dr. Maurice Sokolow (California) : 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. R. W. Riddell: 
Skin. 
ALFRED ADLER MEDICAL SOCIETY 


Section of 
Field Investigations of 


Historical 


Arthroplasty. (Robert Jones 


of Intestinal Flora on 
Factors in Megaloblastic 


(Second of 


ifealth Laboratory 
, National Heart Hospital, Westmoreland 
Quinidine. 


Superficial Fungous Infections of 


8 P.M. (11, Chandos Street, W.1.) Dr. L. P. E. Laurent: 
Psychosomatic Effects of Obesity. 
Friday, 11th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4.30 p.m. Professor Bull: Tests of Renal Function. (Last of 


three lectures.) 
Inerrrurs OF DERMATOLOGY 
30 P.M. Dr. Samman : 
Ost. ER CLUB OF LONDON 
7.45 pM. (11, Chandos Street, W.1.) 
F.R.S.: Emile Roux (1853-1933). 


Saturday, 12th 
BIOCHEMICAL SOCIETY 
4.M. (London Hospital Medical College, Turner Street, E.1.) 
Scientific papers. 
Soutu East METROPOLITAN REGIONAL TUBERCULOSIS SOCIETY 
10.30 a.m. (King’s College Hospital Medical School, Denmark 


Reticulosis. 


Dr. Leonard Colebrook, 





Hill, S.E.5) Dr. Clifford Hoyle, Dr. John Dawson, Dr. 
Gordon Mather: Sarcoidosis. 
Births, Marriages, and Deaths 
BIRTHS 
GRIBBLE.—On Nov. 28, at the London Hospital, to Mary (née 


Watkins), wife of Michael Gribble, M.4,, B.M,—a son (Julian 


de Gruchy). 
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Prevention of Dressing Trauma 


Jelonet is a dressing for all wounds—its non-adherent properties 
protect the delicate epithelium and prevent dressing trauma, enabling healing 
to continue undisturbed. It is used extensively in the treatment 
of burns and as a dressing following skin-grafting operations. It is non-toxic 
and compatible with Penicillin and all other antibiotics, and may 
be used as a means of drainage, or as a packing for deep granulating wounds. It 
may also be used as an adjuvant in the treatment of varicose ulcers 
by compression bandaging, and as a means of protecting the skin from irritating 
discharges. Jelonet may be prescribed by name under the N.H.S. 
(Form E.C.10) in the following sizes:— single pieces in envelopes, tins containing 
5, 10 or 36 pieces, each piece 3?” x 332”. 
A special size tin containing a strip 8 yards long by 
3?” wide, folded zig-zag, is available for use in 
Hospitals and Surgeries. Formula :— Balsam of Peru B.P. 
12-5 grammes ; Yellow Soft Paraffin B.P. 1000 grammes. 


Sterile — ready for immediate use. 


JELONET 


PARAFFIN GAUZE DRESSING, B.P.C. 


Made in England byT. 3. SMITH & NEPHEW LIMITED, HULL 


29 
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New conditions 
and terms of service 


Regular and Short Service Commissions 


New and improved conditions of service in the R.A.M.C. 
are now offered to doctors. These include :— 


* permanent commissions direct from civil life. 


* after one year’s satisfactory service, grant of £1,500 


(taxable) to officers appointed to a regular commission 
after Ist October, 1953. 


* antedates (which count towards pay and promotion) of up to 
7 years for civilian experience, and credit for former com- 
missioned service other than as a doctor. 


* 3 year short service commissions for those having liability 
for National Service. 


* increases in pay for majors and above. 


SSS SS SOS SOS SSS BOSS SS SSS ES SSS SSS SS SSE SESE 


* increased rates of specialist pay. 








For full details, application should be made to the War Office 
(AMD 1), Room 130, Lansdowne House, Berkeley Square, London, 
S.W.1 (Telephone: GROsvenor 8040 Ext. 548). 


























Tue Lancer] THE LANCET GENERAL ADVERTISER [Dec. 5, 1953 








EAST ENT 


IS SULPHONAMIDE THERAPY INDICATED ? 


THEN ‘SULPHAMEZATHINE’ IS VERSATILE, 


Sulphadimidine B.P. 


RELIABLE, EFFECTIVE, AND HAS A WIDE 


eal 


\ 


i 


MARGIN OF SAFETY IN PATIENTS OF 


\ 


ALL AGES 


Available under the National Health Service at Ministry of Health Drug Tariff prices. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
A subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW, MANCHESTER 


Tes 


Ph.408 
panna 


| BLU AO Es 


RAAB ASTER EAL, 

















Varicose Ulcers 


In the cure of varicose ulcers treatment of the general condition, 
rest and a pressure bandage are usually essential. These measures 
however must be supported by the application of a dressing that 
will protect the ulcerated area and promote healing. 


OPTULLE is an open mesh gauze evenly impregnated with 
petroleum jelly containing Balsam of Peru. 

OPTULLE protects the ulcerated area—is slightly antiseptic 
and stimulates healing. 


The OPTULLE dressing has the great advantage that drainage 
of serum and discharges takes place through the wide mesh gauze, 
making the frequent change of dressing unnecessary. The dress- 
ing is easily and painlessly removed without injury to delicate 
healing tissues. 

Recent research has shown that such factors can reduce the time 
of healing by over 40 per cent. 








THE FULL RANGE OF OPTULLE DRESSINGS COMPRISE : 


NHS PACKS 

Paraffin Gauze Dressings B.P.C. Individual dressings 3}” sq. 
packed 12 to a carton. Tins of 5, 10 and 36 Dressings 
Penicillin Tulle Dressings Tins of 10 Dressings 


Sulphathiazole Tulle Dressings Individual dressings of 32” 
sq. packed 12 to acarton. Tins of 5, 10 and 36 Dressings 


| 
. | 
HOSPITAL PACKS DB wand Dressings 
Paraffin Gauze Dressings Tins of 24 dressings 3}” sq. 
Tins of continuous strip 5 yds. x 8” 





Further particulars on opplication to: CHAS. F. THACKRAY LTD 
Sulphona Tulle Dressings Tins of continuous strip 5 yds.x 34” 10 PARK STREET, LEEDS AND 38 WELBECK STREET, LONDON, W.I 
* Manufacturers: OPTREX LTD. PERIVALE + MIDDLESEX 
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Tonsillitis 


* Influenzal Colds 


ANALGESIC AND ANTIPYRETIC 


_@ © @-@- 


_e @ 


Literature 
and Samples 
available on 
request from 
the Medical 
Department 





A considered formulation 
eliminates the side effects 
of constipation and 
depression. HYPON TABLETS 
alleviate pain rapidly, 
disintegrating in 10-15 
seconds thus ensuring the 
maximum therapeutic 
value. HYPON TABLETS are 
invaluable in febrile states. 


FORMULA: Acid. Acetylsalicyl, B.P.— 
40.22%; Phenacet. B.P.— 48.00% ; 
Caffein. B.P.—2.00% ; Codein. Phosph. 
B.P.-—0.99% ; Phenolphthal. B.P.— 
1.04%; Excip.—7.75%. (Each tablet 
8 grains) PACKS: 10, 50, 125, 250. 


TAX-FREE DISPENSING PACKS : 600—34/11 
1,000—58 /3 


HYPON 


TABLETS 





CALMIC LIMITED 


CREWE HALL 
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CREWE °< Tel. 3251-5 


/ 
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Bantogel 


a a a a a a a a a ae a oe ee 


x eH HH HH HH 
* 4 + t+ HH HH H OH OF 


In Peptic Ulcer 
Therapy 


F tulle relicf of, ; Otte 
Prompt and Viz votonged 


Pa veewlin liza “ore 


es , sede fects 


kkeewe kK kK 


Each Bantogel 
tablet contains: 
Methantheline 
Bromide 50mg. 


* 

* 

* 
Aluminium 4 
Hydroxide 300mg. * 
* 

* 

* 

* 


Issued in 
containers of 100 
and 500 tablets 


Literature is available 
on request from 
sole distributors for 
kk & & & & &  Wynlit Laboratories Ltd. 


SAVORY & MOORE LTD. 
60/61 Welbeck Street, London, W.1 


+ tt + tt + HH HH OF 
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pane 


for‘ TRILENE 


@ Adequate analgesia in upwards 
of 85% of cases 


@ Perfect dial control of mixture 


@ Mixture cannot be altered by 
patient 


@ Dhe anaesthetic is non-explosive 


@ Economy of apparatus and 
onaesthetic agent 


@ Sofety to mother 
@ €xtremely light and robust 


@ Safe self administration by 
the patient 


CYPRANE 












Ter use rn the Doctor 
in cases of Maternity 
or Minor Surgery 


FROM SURGICAL HOUSES 


fr 
T> HAWORTH 
Keighley, Yorks. 




















The increased potency of FORMULA 


-SMITIPS 
ON EDGE 


**4 class of forty demons for five full 
periods . . . forty exercise books to 
correct .. . and then a boarding house 
meal. Of course he’s not interested in 
his food. Hardly to be wondered at 
if he shows signs of Vitamin 
Deficiency.’? 












Supavite is of particular value 
in such conditions of nervous 
strain, especially when these 
are accentuated by vitamin 
deficiencies in the diet. The 
combination of Minerals with 
the Vitamins in Supavite is 
important as they act together 
to give the fullest nutritional 


benefits. 


EachAMBER oe contains: 
Vitamin A 6,000 1.U. 
VitaminD .. -. 1,000LU. 
Vitamin E -- 1 mg. plus 
one minim wheat germ oil 


EachBLACK Capsule contains: 
Vitamin B: ... 1mg. 
Vitamin B, (Riboflavin) 1 mg. 


VitaminC .. . 25 mg. 
Nicotinamide ove 10 mg. 
Iron (Ferrous)... ... 17 mg. 
Calcium aoa. fone 39 mg. 
Phosphorus ... « 30 mg. 


THE ANGIER CHEMICAL CO. LTD., LONDON, S.E.1. 


UPAVITE 


CAPSULES ae 





INDICATED IN Beat py Sane OF VITAMIN DEFICIENCY OFTEN 
ASSOCIATED : General fatigue and loss of appetite. Nervous 
debility. meg y Boe function. Indigestion and general poor 
health, Mental irritability. Low resistance to colds and other ail- 
ments. Changes in the terture of the skin. 


LABORATORIES—SOUTH RUISLIP, MIDDLESEX 
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Lee 


EASTMAN 





ORGANIC 
CHEMICALS 











Supplies and information from :— 


KODAK timitep 
KIRKBY TRADING ESTATE 
LIVERPOOL 





can be kept comfortable 
and satisfied with the 


BROOKS 


ELASTIC 
BAND TRUSS 


@ Made to measure comfort. 








@ Every type of hernia specially 
SCROTAL catered for. 


@ Patient measured and fitted in 
one visit. 

@ Safe and sure order chart ser- 
vice for the distant patient. 








Appliances supplied under the 
NATIONAL HEALTH SERVICE 


BROOKS 


APPLIANCE COMPANY LTD. 
80 Chancery Lane, London, W.C.2. 
Hilton Chambers, Hilton St., Manchester |. 


FEMORAL 











© 





UMBILICAL 





66 Rodney Street, Liverpool. 














P a peaceful 
& night Doctor 


A patient on an Intalok 
mattress can relax com- 
pletely. With this unique 
spring system great com- 


fort is combined with 





correct support. Intalok 
springs are much finer than those usually used in 
mattresses—giving a softer ‘local’ resilience. Yet, 
because there are hundreds of them, interlinked 
spring into spring, the overall support is even and firm. 
The complete rest Intalok brings makes a real con- 
tribution to the patient’s recovery. 

Here are other good reasons why 4 Intalok mattresses can be 
Intalok is the ideal hospital made to special thicknesses or 
mattress ? sizes, OF In segments to suit 


1 All metal parts are rustless— special cases. 
can be sterilized repeatedly. 


2 The spring centre gains by 
repeated stoving. 


5 Existing hair mattresses can 
be converted to Intalok. This 
cuts costs. 

3 The special Intalok spring 

system makes the mattress un- 6 Every Intalok springing unit 
usually lightandeasytohandle. is guaranteed for ten years. 


Write for illustrated leaflet and prices. 





THE 
Intalok Ltd., Caldwell Road, Nuneaton 


INTALOK IS A PRODUCT OF THE SLUMBERLAND GROUP 
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CRAWFORD ADAMS 
CONCENTRIC HIP 
MOULDS. 





Acrylic 
or 


Non-toxic stainless steel 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.1 


and 


32-34, New Cavendish Street, London, W.|! 














£323 in cash at age 21 


(or a life policy for £1,044 with profits) is 

provided by The Policy for Children by a premium 

of £12 a year paid from the birth of a child 

by a parent or friend. Enquire for details 
fora child of any age up to 16. 


The Equitable Life 
Assurance Society 


(founded 1762) 
19, Coleman Street, London, E.C.2 


No shareholders No agents 














The long and 
the short of it... 


is, that of the man who wears 
Chilprufe, it may truthfully be said 
that his health clings to him like a 
well-fitting garment. No matter 
which style you choose—long leg 
and long sleeves, short leg and short 
sleeves—with Chilprufe you have all 
the natural protection of pure wool 
in a closely-knit fabric, which gives 
ample warmth and a smoothness of 
finish that makes the garments wholly 
agreeable to the skin. Chilprufe is as 
remarkable for its durability, as it is 
for its comfort and health protection. ae 


Ask your outfitter 
or write for NEW 


ILLUSTRATED 
CATALOGUE 


CHILPRUFE 


LEICESTER 





© Chilp 


for MEN 





CHILPRUFE 


ru fe runt woot 


PERFECT 
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By appointment 
Surgical Appliance Makers to 
the late King George VI. 


H.E.CURTIS & SON LTD 


THE § HECSON’ 
SUPER ELASTIC TRUSS 








Where treatment of Hernia 
by surgical methods is un- 
desirable the HECSON 
truss can be confidently 
recommended. The Special 
Feature of the HECSON 
truss is that the perineal 
strap is attached to the top 
of the pad instead of the 
lower margin as in the 
ordinary elastic or spring 
truss. Thus it becomes part 
of the leverage mechanism 
for increasing the pressure 
of the pad at its base. 





Strap is fixed to Pad at A. 
Therefore greater pressure 
is exerted ot B, when 
the strap is pulled tightly. 

4, MANDEVILLE PLACE, LONDON, W.1. 
Tel.: WELbeck 2921-22 
Grams : Hecson, Wesdo 





“Lam starting 


AT ONCE!.. 


battery when 
you havea 
powerfui 


Gen JerCel 


Automatic 
Charger 


It costs less than any other charger 
f equivalent output yet has so many 
valuable and unique features to 
appeal to the busy doctor. 


Read on: 


THE SENTERCE 





1c BATTERY CHARGER: 


L AUTOMAT ivalent power @ B 


f equ 
OSTS.LESS than any other charger © - mane life @ 
c ly charging your battery, '¢ ao voltage and condition 
correctly the 


Y adjusts itself to 


Ac. @ 


ALL 
AUTOMATIC arta 


Itages from 
, and to mains vo 

sone tetany RECHARGES pation 
almost overnight FOR LESS THAN 


t- 
@ itis NOT a trickle charger but a firs 


200-250 Volts 
| battery from 




















PRICE ONLY 
last for very 

ering job that w! AleY 
class engine @ EASY to install. Easy © £7100 
many years switch on. INCLUDING PLUG 





& SOCKET 


Omnp Cre and Pe ST TS veguest hor Cd Wi OW. f 


To G.S.L. PRODUCTS LIMITED, 
Sunley’s Island, Great West Road, Brentford, Middlesex. 

Please send me one SenTerCel Automatic Battery Charger. 

| enclose cheque/money order for £7 10 0 

please send me further particulars. (delete item not required) 


Name iennniipnian 
a Ll. 


Address 


36 


pc rwrwrnrrr-- 








































SPECIAL TYPE 


WALKING STICKS 


for Patients 
suffering from 


ARTHRITIC 
CONDITIONS 


If the hands of the arthritic 
patient are subject to undue 
or prolonged pressure, the 
fibrous tissue of the palms 
contracts, the fingers are 
drawn down and much pain 
and discomfort results. The 
handles of these walking sticks 
arespecially shaped and padded 
with soft sponge-rubber to 
avoid injury to the palms. 










PRICE 
£2.2.0 


(carriage and 
packing 2/-) 


TWO 
TYPES 


C.74. The inset shows how the soft 
sponge-rubber padding is fitted to 
the handle before the covering is 
added. Stick polished dark brown 
and fitted with rubber ferrule. 


C.80. Lighter type, particularly 
suitable for ladies. Crutch-shaped 
handle, padded sponge-rubber and 
covered with soft leather. Stick 
polished black and fitted with rubber 
ferrule. 





PRICE 
£1.15.0 


(carriage and 
packing 2/-) 


When ordering, state length from hand- 
grip to ground. 


JOHN BELL & CROYDEN 


Surgical Appliance Department 
WIGMORE STREET, LONDON, W.1 


Telephone : 
WELbeck 5555 (20 lines) 


Telegrams : 
Instruments, Wesdo, London 
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S TWO CHRISTMAS PARCELS 


FROM OUR CHRISTMAS LIST 








No. |: Six bottles for £3 I5s. No. 5: Six bottles for £6 10s. 

One bottle each— One bottle each— 
oF 1947 CHATEAU LANGOA BARTON MANZANILLA SHERRY 
a GRAVES DRY NONPAREIL ROYAL DUKE PORT 
= 1949 GEVREY-CHAMBERTIN METROPOLITAN VAT WHISKY 
he 1950 MEURSAULT FRENCH PURE GRAPE BRANDY 
~" 1949 CHATEAUNEUF-DU-PAPE 1949 MOULIN-A-VENT 
1 1950 FORSTER RIESLING 1949 CHATEAU FONREAUD 





ARTHUR H. GODFREE & CO. LTD. 
(Founded 1814) 


It, ARUNDEL STREET, W.C.2 TEMple Bar 5970 














GIVE YOUR PATIENTS A 
WARM AND SAFE RECEPTION 


WITH THE 








IHOBOURN] pag Cee 
aM coe i 


i Hi 
CONVECTION HEATER RNS 


Heat your waiting-room, surgery and the 
whole of your house without fear of fire, 
shocks, burns or even a scorched carpet. 

No other electric heater on the market has 





E so high a. safety factor and heat-producing 

efficiency. Incorporating the Hobourn Patent 
0 SAFETY Element and fitted with safety cut- 
ond out, the HOBOURN weighs only 144 Ib. and is 
I) eFIREPROOF eSHOCKPROOF 
N ®PORTABLE 


1200 watts 200/240 volts AC or DC on request 
ASK YOUR LOCAL DEALER OR WRITE TODAY TO 


HOBOURN DOMESTIC APPLIANCES LTD 
yndon Dept. L.2. STROOD, ROCHESTER, KENT 











THE LANCET] 





THE LANCET GENERAL ADVERTISER [Dec. 5, 1953 











Datada 





APPOINTMENTS 


(Half Hourly) 





FOR 1954 




















ONE DAY TO A PAGE. BOUND FULL 





CLOTH. No. 182A at 8/9 (inc. P. Tax) 

















nosey PJ-&J.Smith Le 


Established over 100 years 


Obtainable at all Stationers and Stores 


LOMBARD ROAD, 
LONDON, S.W.19 








WINES FOR CHRISTMAS 


8 bottle 
6/6 


Vin Rouge S00 

Vin Rose on oes _ oes a 7/- 
Sauternes as ee aed , 8/- 
Nuits St. Georges, 1949 ion ie — OM 
Cyprus Malaga, sweet sherry type ees 6/6 
** Mastersinger ”’ *** Tawny Port .. 8/6 
“* Mastersinger ’’ Rum, 70° pf en om » ael> 
Scotch Whisky, 70° pf eos _ .- 3S/- 


(To all customers) 


@ 6 BOTTLES CARRIAGE PAID 
@ ASSORTED CASES SUPPLIED 
@ WRITE FOR OUR LISTS 


BERNARD SACHS LTD 


27,,OLD BOND STREET, LONDON, W.|. slephone: 











AIR AMBULANCE 
SERVICE 


SPECIALLY EQUIPPED TWIN-ENGINED 
AIRCRAFT ALWAYS AVAILABLE 
ANYWHERE — ANYTIME 
WITH COMFORT & SPEED 


Write or phone for quotation to:— 


OLLEY AIR SERVICE LIMITED 


CROYDON AIRPORT, SURREY 
THE AIR AMBULANCE SPECIALISTS 


CROYDON 5117/9 DAY AND NIGHT SLOANE 5855 








AKLOREP 


(Acid HCl and Pepsin) 
Achlorhydria 
Hypochlorhydria 
and all associated 
conditions. 





50 tablets 6/6d. (subject) 
500 ,, 58/6d. 


°° 
Samples on signed request 


ROBERTS & CO. 














76, New Bond Street, London, W.1 











=n SE 


free! 


ANYTHING SO FAST AS 


NU-SWIFT ? 


Large fires generally start as small ones. 
Speed is vital. Fire engines sometimes 
carry Nu-Swift but why waste precious 
minutes! Rapid and reliable Nu-Swift 
should be on the spot—always ! 
NU-SWIFT LTD - ELLAND - YORKS 
In Every Ship of the Royal Navy 
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ST. ANDREW’S HOSPITAL senrtacdisoroers 


MENTAL DISORDERS 
NORTHAMPTON 
: Presipent: THz EARL SPENCER 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 

WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 

with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 
growing. 


BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst. the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 








It is equipped 





At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 








cit, 


55 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S) ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


CAMBERWELL HOUSE, 33. Peckham Road. London, 8.E.5 


oe...» A PRIVATE HOSPITAL FOR THE ae. a 
. : TREATMENT OF NERVOUS AND MENTAL DISORDERS 

Completely detached Villas for mild cases. Voluntary Patients received. Fifteen acres of grounds 
Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenics, 

shock and all modern forms of treatment. Chapel. 
Senior Physician Dr, THOMAS T. BARTLETT, assisted by An Llustrated Prospectus giving fees, which are reasonable, 

8 resident Medica! Staff and visiting Consultants may be obtained upon application to the Secretary 

The Convalescent Branch is HOVE VILLA, BRIGHTON. 





Hard and grass tennis courts, putting greens, 
Actinotherapy, prolonged immersion baths, 











NEWLANDS SPRINGFIELD HOUSE 
NURSING AND CONVALESCENT HOME eal poole’ cateiciglee Near BEDFORD 
LANGLEY HILL, KINGS LANGLEY (Ne. Wetlerd), HERTS 1! For MENTAL CASES (including the aged) 
Telephone: Kings Langley 2519 and 3333 Fees from Eight Guineas per week (Separate Bedrooms for suitable 
Haay coves by ent, train, or Grom Line Coach For forms of admission, =. ase Resident Physician, 

The modern home at moderate terme (from 7 gne. upwards) seid selie i IN LONDON BY APPOINTMENT. 











cenmeientie — ane 


MUNDESLEY SANATORIUM 


MUNDESLEY, NORFOLK 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). Waiting list: 2 weeks 
_ 2 14 os e (Shared Room). Immediate vacancies 

















Medical Superintendents : 








E. C. WYNNE-EDWARDS ' GEORGE H. DAY 
M.B.(Cantab.), F.R.C.S.(Edin.) M.D.(Cantab.) 
For all information apply THE SECRETARY Telephone: Mundesley 94 and 95 (2 lines) 
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CHEADLE ROYAL “Nest 


A Registered Hospital for MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, 


For Terms and further information apply to the MEDICAL SUPERINTENDFNT 


CHESHIRE 


The Hospital 


The object of this Hospital is to provide the most efficient 
means for the treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES. 
is governed by a Committee appointed by 


Trustees. Deep and Modified Insulin Coma; 
N. Wales and Psychotherapeutic treatment given. VOLUNTARY, 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 


Telephone : GATLEY 223! 





BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 

Tel. : 

(Incorporated Association not carried on for profit) 

for the treatment of the neuroses and nervous 

disorders by psychotherapy and all modern physical therapies. 
Apply: MEDICAL DIRECTOR 


Established in 1911 


A private clinic 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. 


of treatment carried out. 
available. 


Apply to Dr. J. A. SMALL 


Special Geriatric Unit now open. 
upwards according to requirements. 


Accommodation for Alcoholics and Addicts 
Fees from 6 gns. per week 


Telenhone - 


BYRon 1011 & 4772 


porary 


All types 





Norwich 20080 


CHISWICK HOUSE 


PINNER, MIDDLESEX 


or Voluntary status. 
including psyc mg 8 a 
occupational therapy, E.C 


Telephone: 


PINNER 234 


A Private Home for the Treatment and Care of Menta! and 
Nervous Illnesses in both Sexes. 
A modern house, 


12 miles from Marble Arch, in attractive 
secluded grounds. 


Patients treated under Certificate, Tem- 


narco-analysis, modified 
DOUGLAS MACAULAY. 


THE LANCET 


M.)., 


Annual Subscription: £2 2 0 per annum 
Special reduced rates to Students 


Modern forms of treatment. 
insulin, 
etc. Fees from 12 guineas a weck. 
D.P.M. 


Air-mail edition available 





ACADEMIC AND EDUCATIONAL 
SECTION 


ANASTHETICS 
Hammersmith, W.12. 
North East Met. R.H.B. P.-t. Cons. 
Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. Sr. H.O. 
Birmingham. R.H.B, P.-t. Cons. 
Birmingham R.H.B. Reg. - 
Bradford. St. Luke’s. H.O... os 
Cambridge. Addenbrooke’s. Sr. H.O. 
Dudley, Stourbridge & Dist. Sr. H.0O. 
Halifax Gen. Jr. H.M.O. 
Harold Wood, Essex. Sr. H.¢ 
Leeds A Group H.M.C. Sr. it 0. 
Leeds R.H.B. Reg. 
Lincoln County. Reg.. . 
Manchester R.H.B. Reg. 
Manc pacer. West Manchester BLM.C. 
Sr. H.( 
Mansfield. & Dist. Hosp. 
Mid-Kent H.M.C. Sr. H. 
crn & Dist. Hosps. 
I 4 
P lymouth. South 
Cornwall. H.O. 
Portsmouth Group H.M.C. Reg. 
Reading & Dist. H.M.C. Sr. H.O. 
Romford. Oldchurch. Sr. H.O. 
Rotherham. anneriane. Reg. 
Salford. Hope. Sr. H. 
Sheffield R.H.B. & United ‘Sheffield 
Hosps. P.-t. Cons. . . ' 
Sheffield R.H.B. Locum Reg. 


Sr. Reg. & Reg. 


Res. 
8. O.M. Sr. 


Devon & East 


Shrewsbury. Royal Salop Infy. se 
H.O. 

Slough. Upton. Reg. wit 

Ww os A Group. H.M.C. Jr. 
H.N - rf 

Wine he i Royal Hants County. 
H.¢ : we i ed 

CARDIOLOGY 

St. Thomas’s, S.E.1. Reg. 

Newcastle Gen. H.O... 

CASUALTY 

Acton, W.3. Sr. H.O.. ‘ 5s 

Charing Cross, W.C Sr. H.O. 

Hackney, E.9. H. oO. =. 

Paddington Gen., W. 9. Sr. H.O. 


Poplar, E.14. H.O. 
Queen Mary’s Hosp. for the East E nd, 
E.15. H.O. 


St. Charles’, W.10. 
Wanstead, E.11. 


Sr. “A. O.. 
Sr. H.O. 


Birmingham R.H.B. Reg. 
Birmingham. Selly Oak. Sr. HO. .: 
Brighton. Royal Sussex County. 


Pre-reg. H.O. 


Stourbridge ‘& Dist. 


Dudley, Sr. 

H.0.'s AN 
Epsom Dist. Sr. H.0.. ad 
Hastings. Royal E ast Susse x. Sr. 

H.O. : 
Hertford ¢ ‘ounty. H.O. 7 
Hillingdon. Middx. Jr. H.M.O. 
Luton & Dunstable. H.O 


Mansfield H.M.C. Locum Sr. ‘H.O. 

Newcastle Gen. H.O.. 

penne Norfolk & Norwich. 
BO. os ‘ 

se Gen. 

Sheffield R.H.B. 
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Sr. H.0. 
Locum Reg. 
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Vacancies 


Sheffield R.H.B. Sr. H.M.O. 
Sheffield United Hosps. Sr. H.O. 


CHEST AND TUBERCULOSIS 
London Chest. H.O. & Sr. 
Reg. 


Ayle sbury. Royal Bucks & Assoc. 
Hosps. M.C. _ H.¢ 4 R 
Birmingham R.H. B. "Reg . 
as Cossham/Frenc hay “HLM.C. 
Driffield. Northfield San. Sr. H.O. . 
Dudley, Stourbridge & Dist. Sr. H. 0. 
Glasgow. Robroyston. Jr. H.M.O.’s 
Great Barrow. Barrowmore. Jr. 

H.M.O. asi 
Harefield Hosp. Regional Thoracic 
Surgical Unit. Reg. 
Leeds R.H.B. Reg. .. 
Liverpool. Walton. Sr. os 0. 
Maidstone. ay San. . H.M.O. 
Manchester R.H. Reg. ; 
Mansfield. Ram raeol San. Sr. H.O 


Market Drayton. Cheshire Joint ai 
Jr. H.M.O. or Sr. H.O. ; 
Newcastle Gen. H.O.. 


Newcastle. Walkergate. Sr. H.O. 


Scotland. Western R.H.B. Reg. 

South East Met. R.H.B. Sr. Reg. 

Wake fie ld. Pinderfields am. Sr. 
H.O.’s & Locum Sr. H.¢ 

Warwick. King Edward y II Mem. 
San. Sr. 8) 

DENTAL SURGERY 


Manchester R.H.B. Reg. 


Plymouth. South Devon & East 
Cornwall. H.O. + . ss 

DERMATOLOGY 

Glasgow. Southern Gen. Sr. H.O... 

EAR, NOSE, AND THROAT 

North West Met. R.H.B. P.-t. Cons. 

eae R. H. B. wes ; 

Dartford H.M.¢ H.¢ am 

pow bag h. East Suffolk % Ipswic ‘h. H.O. 

Leeds United Hosps. Sr. H.O. 

Maidstone. Kent ¢ end Ophthalmic 
& Aural. Sr. H.¢ 

-— hester. North ais hester H.M.C. 
Reg. $2 


Manc hester. St. “Anne’ oS ‘BLO. . 
Manchester. West Manche on r H.M.C. 


Pre-reg. H.O. : 
North West Met. R.H.B. P.-t. Cons. 
Reading. Royal Berkshire. H.O. 
Shrewsbury. Eye, Ear & T. Sr. H. 0. 
Swansea. Sr. H.O. ys : . 
Wolverhampton. H.M.C. H.0. 


GENITO-URINARY 


Manchester. North onvenan r H.M.C, 


Sr. H.O. 


GERIATRICS 

Halifax. St. John’s. Sr. H.O. 

Leeds R.H.B. Area H.O. a 
Newcastle Gen. H.O... a 
Oxford United Hosps. Reg. .. 


INFECTIOUS DISEASES 

Neasden, N.W.10. Locum Reg. 

Leeds R.H.B. Reg. . 

Scotland. Northern R.H.B. 

Stoke-on-Trent. 
Sr. H.O. 


Sr. Reg. 
Bucknall Isolation. 


H.O. or 
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MEDICINE 

Battersea Gen. H.O. . ; 
Grove, 8.W.17. Locum Reg.. 
Guy’s, S.E.1. Sr. H.O. 


Queen Mary’ 8 Hosp. for the East E nd, 


15. Pre-reg. H.O. 


St. George ra East, \E. ; TL.0. 

St. Giles’, S.E.5 H.¢ 

St. Leonard’s, Ni1. H. 6. <« 

Whipps Cross, E.11 Pre- -reg. H.0O.’s 

Willesden Gen., N. Ww. 10. H.O. ‘ 

Ashford. Middx. H.O. 

Aylesbury. Royal Bucks & Assoc. 
Hosps. M.C. Sr. H.O. 


Barrow-in-Furness. North Lonsdale. 
H.O. 


Bideford & Dist. H.O. 
Birmingham United Hosps. Reg. 
Brighton. Royal Sussex 


C ounty. 
Pre-reg. H.O.’s ‘ 
Cheltenham Gen. H.¢ 
Derbyshire Royal Infy. 


Derby. Pre- 
reg. H.O. or Sr. H. aaa 
Dover. Buckland. fi. oO. ins 
Dudley, noun & Dist. ‘Sr. H.O. 
& Pre- -reg. H.O ; . 
Edgware Gen. H. 0. . 
Epping. St. Margaret’: a H.O. 
Hove Gen. Pre-reg. H.( “ = 
Kidderminster & Dist. Gen. —* 
Kingston. Surrey. Pre-reg. H.O. 
Leeds R.H.B. Area. H.O.’s .. 
Leeds R.H.B. Locum Regs. . . 
Leeds R.H.B. Reg. .. 
Leeds United Hosps. Sr. H.O 
Liverpool. Bootle. H.O. a Ss 
poe 3 & North a. Sr. H.O. 
Luton. Mary’s. H.¢ - 5 
Macc ioafie 1a. Sr. H.O 
Maidenhead. H.O. ; 
Maidstone. West Kent Gen. H.O. 


Manchester R.H.B. Cons. 
Manchester. West Manchester H.M.C. 
® 


Sr. H. 
Newark Gen. Sr. H.O.. 


Newcastle Gen. H.O.’s - 
Newcastle. Walkergate. H.O. 
Newmarket Gen. H.O. 
Newport, Mon. St. Woolos. “H.O. 
Nottingham Gen. H.O. 
Nottingham. Highbury. H. 0. aa 
Paisley & Dist. Hosps. B.O.M. Jr. 
H.M.O : Sh 
Plymouth. South Devon & East 


Cornwall. H.O. 
Pontypridd. East Glamorgan. “Sr. H.0. 
Portsmouth Gremp H.M.C. Pre-reg. 

1.0.’s & Sr. H. i : 
Salford. Hope. Sr ‘HO. 
Scotland. Western R.H.B. 
Sheffield. City Gen. H.O. 
Sheffield R.H.B. Sr. Reg. Ry 
Shrewsbury. Royal Salop Inty. & 

Copthorne. H.O. ne 
Southampton Gen. H ‘0. 


Sr. Regs. 


Sopenewn. Royal South Hants. 
H.O. 

Swansea. Mount Pleasant. Jr. 
H.M.O. 

Tunstall. Burslem, 


iB: ayw ‘ood & 
Tunstall War Mem. Oo 


Ww —- _Rasional Bureau. ‘Pre: Tee. 
H.¢ ; 

Welsh R. H.B. “Reg. i os 

Weston-super-Mare. Gen. H.O. 
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NEUROSURGERY PZDIATRICS Cardiff United Hosps. Sr. H.O. 47 
— Hosps. for Nervous Diseases. Hosp. for Sick Child., W.C.1. Sr. H.O. 45 | Cardiff United Hosps. & Welsh R.H. B. 
45 Cue ; = lizabeth Hosp. 1 for Child, M.C, Sr. Reg. 47 
4 2... inited Hosps. & We ish R.H. B. H.¢ : .. 44] Carshalton. Que en Mary’ 8 Hosp. for 
Sr. Reg. 47 Westaiinemee Child’s., S.W.1.  Pre- Child. 1.0. 47 
reg. H.O. .. 45] Chelmsford. John’s. Pre-reg. H.O. 47 
OBSTETRICS AND GYNZCOLOGY Cheltenham Gen., E ve & Child's. H.O,. 47 | Chelmsford. “St. John’s. Sr. H.O. 47 
Charing Cross, W.C.2. Pre-reg. H.O. 44 | Dartford H.M.C. nF .. 48] Cheltenham Gen. H.O. ck ee. 
Mothers’ Army), E.5. Pre- Derby. Derby Th ‘ shia’ s. Sr. H.O. 48 | Colchester. Essex County. H.O.’s 47/48 
reg. H.¢ a _. 44] Derby. Derbyshire Child’s. Pre-reg. Darlington Mem. Sr. H.O.& H.O. . 48 
By Royal. Bucks & Assoc. H.O. or Sr. H.O. .. 48] Dartford H.M.C. Sr. H.O. & H.O. 48 
Hosps. M.C. H.O.. _. 45 | Hemel Hempstead. West Herts. H.O. 49] Dorking Gen. Sr. H.O. ee a oe 
Bangor. St. David's s. Sr. H.0. "* 46 | Leeds R.H.B. Area H.O. .. 50] Dover. Royal Victoria. H.O. ee 40 
Barking. Sr. H.¢ .. .46 | Leeds R.H.B. Reg. ‘. TON Dudley, Stourbridge & Dist. Sr. H.O.’s 
Birmingham. ce . nto Maternity. Manchester. Booth Hall Child’s. _& Pre-reg. H.O.’s_.. ; .. 48 
H.O. >. wae Sr. H.O. 52 | Edgware Gen. H.O. . ; << 
Bromsgrove. All Saints’. H.o. _. 47 | Manchester. Duchess of Y ork Hosp. Exeter. Royal De von & Exeter. 
Cambridge. Maternity. H.O. : 47 for Babies. H.0 2 _#H.O.’s He : Lee oa ae 
Canterbury. Kent & Cante rerbury. Newcastle Gen. H.O.’s = .. 53] Folkestone. Royal Victoria. H.O... 48 
H.O. .. : 47 | Newcastle R.H.B. Reg. .. 53 | Glasgow. Southern Gen. Sr. H.O... 49 
Glasgow. Robroy ston. “H. 0.’ _. 49 | Norwich. Norfolk & Norwic hh. H.O. 53| Great Yarmouth & Gorleston Gen. 
Grimsby Gen. Sr. H.O. .. 49 | Plymouth. South Devon & East H.O.’s “ Te ois a 
Hampton Court, Middx. Bearsted Cornwall. H.O. : i .. 54] Griffithstown, Mon. County. Sr. H.O. 49 
Mem. H.O. .. si 49 | Rochdale. Birch Hill. Sr. H.0. .. 55] Hastings. Royal East Sussex. H.O... 49 
Kapton. Surrey. H.O. & Pre- “Tee. Sheffield United Hosps. H.O. .. 56] Haverfordwest. Pembroke County 

H.¢ a 50 | Welsh aaa Bureau. Pre-reg. War Mem. H.O. .. ry “<- 
cane R. LH. B. Area. H. 0. ok . H.0O.’ .. 58] Hounslow. Middx. H.O. — . 49 
Leeds. Mary’s. Sr. H.O. .. ae. Windsor. King E dward VII. ‘H.O. . 58] Hove Gen. H.O, ‘ se 49 
Liverpool, Walton. H.O. -. |: 51] PATHOLOGY ——. se Suffolk & Ipswich. io 
suton & Dunstable. . ae ae : ~~ J Leg. . oe 68 
abun ioe 1.0. “ee ts Te Grose an. © ~~ ow nee 44 Isleworth. West Middlesex. wo - 90 
Nantwich. Barony. Sr. H.O. .. 54] Westm s Sr O it: , | Kidderminster & Dist. Gen, H.O. .. 90 
Newcastle Gen. H.O : ty See Westminster. Nada Sr :T ay . ot Kingston. Surrey. Pre-reg. H.O.’3.. 50 
Oxford R.H.B. Reg. .. 54] Newcastle R.H.B Reg. a tha Leeds R.H.B. Area. H.O.’s .. -- 90 
Paisley & Dist. Hosps. B. oO. M. H.0.’s 54] - es ek ats fae a es Leeds R.H.B. Locum Regs... -» 51 
Piymouth. South Devon & ast PHYSICAL MEDICINE Leeds R.H.B. Regs. ae ee 

Cornwall. H.O. oN 54 | Whittington, N.19. Reg. a oc. by? A. — ad ). xo : z= 
Portsmouth Group H. M. o 0. . Ba LAS + SU Ry slandat?. ookwood. Sr. oO 50 
Rochford Gen. H.O .. 88 ee ig ae se <tomagel O 47 | Lowestoft & North Suffolk. Sr. ‘HO. 20 
Romford. Rush Green. H.O.. 55 z faire s s; Luton & Dunstable. H.O.’s . -- 90 
Welsh Regional Bureau. Pre-reg. PSYCHIATRY Maidstone. West Kent Gen, H.O. .. 52 

H.O.’s - i 58 | Birmingham. Highcroft Hall. Locum Maidstone. West Kent Gen. Sr. H.O. 52 

Jr. H.M.O. .. 46] Manchester United Hosps. Sr. H.O. 
OPHTHALMOLOGY Birmingham R.H.B. Reg. ee rh. Sr. Reg 51/52 
Moorfields, Westminster & Ce sy Glasgow. Stobhill Gen. H. 0.’s es anchester. ‘We st Manchester H.M.C. 

“oy wees spate aaiaade: 14 —— ay Joon Regi ae — . nimi H.O.’ 7 s : 3s 
Hastin a: M.C. Loer » oe 9 zeeds R.H.B. Regs. .. 51 | Newcastle Gen. 0.’s ee oo 588 
Leeds B23 Hosps. = ggg St Lennoxtown. Lennox Castle Institu- Newcastle R.H.B. Reg. - .. 54 
Scotland. Western R.H.B. P.-t.Cons. 43 tion. Jr. H.M.O. & Sr. H.O. 51 | Newport, Mon, St. Woolos. Sr. H.O. 93 
Scotland. Western R.H.B. Sr. Regs. 55 Newcastle R.H.B. Regs. ; "53/5 Newport. St. Mary’s. Sr. H.0.& H.O. 93 
Sheffield R.H.B. Sr. H.M.O. 43 | Northampton. St. Andrew’s. Sr. Reg. 52 Newton Abbot. 8S. Devon. Sr. H.O... 53 
Shre wapeey- Eye, Ear & Throat. Ponty oon East Glamorgan. Sr. Northwood. Mount Vernon. Reg. .. 53 

Sr. H.C ae 55 H.0. 4 op .. 54] Nottingham Child’s. Sr. H.O. 53 
Salkien Eye. Sr. H.O. 56 Rosslyn Castle.  ceeanednontes Jr. Nottingham Gen. H.O.’s oe .. 453 
South West Met. R. H. B. Locum P. +t. H.M.O. & Sr. H.O. . ¥ .. 55] Oxford R.H.B. Sr. Reg. % -- 54 

Cons. or Sr. H.M.C . 43 | Scotland. South- ‘ie astern R.H.B. Peterborough. Mem. H.O. .. ‘ 54 
Welsh R.H.B. —— ; . 43 Cons. : , .. 43] Plymouth. South Devon & East 
Welsh R.H.B. Reg. 4. "* 58 | Scotland. Western “"R.H.B. Sr. Cornwall. H.O.’s_.. ff a 54 
Northern Ireland Hosps. Auth. Sr. H.M.O. = .. 43] Pontypool & Dist. Jr. H.M.O. .. 54 

Reg., Reg., or Sr. H.O ; 59 | Scotland. Western R.H.B. i. g. .. 55] Poole Gen. Pre-reg. H.O.’s .. so OO 

an Sheffield R.H.B. Sr. H.M.O. 43/44 | Porth & Dist. Jr. H.M.O. , ‘ 54 
ORTHOPADICS Warwick. ( ‘entral Mental. Sr. H.0. & ————s Group H.M.C. fy : 54 

. g — oe Jr. H.M.¢ = - 3 teading. Royal Berkshire. Oe ce 

ae & Te Wells. iendip. ee HMO. -- 58| Romford, Victoria, HO... -. 98 

. - c. Villerby ela Pole. Jr oS 2 ugby osp. of St. Cross. * Se 
An Bridge. W rightington, Jr. 16 New York. Albany. Residencies. 59 | Ryde, I.W. Royal I.W. County. H.O. 55 
saa. Royal Bucks & Assoc. New Zealand. Otago Hosp. Board. Scotland. South-Eastern K.H.B os 
Hosps. M.C. &r. H.0.’s 45 Asst. Psychiatric Phys. & Lecturer 44] Sr. Reg... ae -- «- 5S 
Barrow-in- “Furness. North Lonsdale. RADIOLOGY Scotland. Western R.H.B. Cons. .. 43 
Sr. H.O. 46 | Charing Cross, W.C.2. H.O. .. 1 aa Scotland. Western R.H.B. Regs. . a. 
Birmingham R.H.B. Reg. . 46 | Candi United Boups. Gr. Reg. = :. 47 | comers & Dem, Wer Meme Reg. > 
Blackpool. Victoria. Sr. H.O 47 | Colchester. Essex County. Locum st ar ie ni ayy gy 36 
Bournemouth & East Dorset H.M.C, Sr. Reg. ~ .. 48 | Sheffield. City Gen. Reg >i 

teg. , 3 46] Manchester United Hosps. Sr. Reg. 51 Southampton. — Royal Sout h Hants. 56 

so mouth. Royal Victoria. Sr. ‘“ Se a — Western R.H.B. Sr. - Southport Gen. Infy. Sr. H.O. 56 
Braintree. Black Notley. H.O. 46 | New Zealand. | Cook “Hosp. Board. S Binns ey. LD. R re 36 
Brechin, Stracathro. Pre-reg. H.O... 47 Sr. or Jr. Specialist . . ae Stamford. & Rutland. Reg. 
Croydon. Mayday. H.O. ae Stoke-on-Trent. North Staffs Royal Ht 
Dartford H. MC. “a oO. 48 RHEUMATOLOGY i Infy. H.O. . of 
East Cumberland H. M.c. H.O. 48 St. Stephen’s, S.W.10. H.O.. 45 | Taplow. Canadian Red Cross Mem. Pe 
Eccleshall. Standon Hall Ortho- Taplow. Canadian Red C ross Mem. 2 _, reg. & H.t o7 

peedic. Sr. H.O. ; 48 H.O. . 57 Torquay. Scaae. H.O. 57 
Halifax Group Hosps. Locum Reg... 49 | SU RGERY Le ae oe A: n. Sr, “Kr ph 
Halifax. Royal Halifax Infy. Sr. H.0. 49 | Evelina Child’s Hosp., S.E.1. HO... 44} y ee ee 38 
Leeds R.H.B. Area. H.0.'s .. - 50} Lambeth, S.E.11, Hi . ao Se a7 

seeds egs. .. =e Mile End, E.1. Pre-reg H.0.. : : +.) ae ‘ eee 
Leeds. St. James’s. Sr. H.( 51| Royal Cancer, S.W.3) HO... 1,45 w elsh He Dist. Peace Mem. H.O... 58 
Liverpool: “Walton. Sr. H. 6. & H.0, 31] St George-incthe-Bast, E:1. 1.0, 1. 43 ee a Fe 
suton & Dunstable. H.O. Whipps Cross, E.11. Pre-reg. H.O... 45 7 ‘A i ast 
Manchester _ R.H.B. Reg. 2 pl co Kent. Sr. H.0. .. ca W incheste se r. Royal ‘Hants Count y. . 
ewcastle Gen o.. : .. 53] Aylesbury. sk Bucks & Assoc. ms . Avast UY ny 
Nottingham Gen. Sr. H. -«. O2 "Hosps. M.C. H.O. . a 46 ~ — King Edward V 4 oll: 0... r+ 
Paisley & Dist. Hosps. B. %. M. H.O. 54] Barnstaple. North ‘Devon Infy. Wrexhe ng, ‘Gen. H.¢ ne an 
Rotherham. Doncaster Gate. Ree. 55 Pre-reg. H.O. 45 Lan ra War M. 1. 0 ). Joe 
Sheffield. City Gen. H.O. .. . 56] Barrow-in-Furness. North Lonsdale. eee ee hes 
Sheffield R.H.B. Locum Reg. a ae |e ae i ; 46 | VENEREOLOGY : 
Sheffield R.H.B. Sr. Reg ’: 56] Bedford Gen. Pre-reg. H.O. .. 46] West London, W.6. Sr. H.M.O. . 43 
eee ay al Salop Inty. Sr. puenam Acc — H.0.’s. .. 46] PUBLIC APPOINTMENTS 59 

( sins: sirmingham. Solihull. Pre-reg. H.O. 46 Bets = a 
Southend Gen. H.O 57 | Birmingham. Solihull. Sr. H.0. .. 46 | GENERAL PRACTICE 60 
Stoke-on-Trent. North Staffs : al Boston Gen. Reg. — a .. 46} MISCELLANEOUS 60 

ee 57 | Brechin. Stracathro. Pre-reg. H.O.. 47 — — 

Swansea. Sr. H.O. .. 57] BrightonGen. Sr. H.O. & H.O. 47 The Terms and Conditions of Service of 
Wakefield. Clayton. ‘Sr. H.O. .. 457] Brighton. Royal Sussex ( ‘ounty. Hospital Medical and Dental Staff apply to 
Wakefield. Pinderfields Gen. Sr. H.O. 57 Pre-reg. H.O.’s & H.O. ’ 4 47 | all N.H.S. hospital posts we advertise, unless 
Welsh ae Bureau. Pre-reg. Caerphilly Dist. Sr. H.O. & H.O.’s .. 47 | otherwise stated. Canvassing disqualifies, but 

H.O.’ as i. .. 58 | Canterbury. Kent & Canterbury. candidates may normally visit the hospital 

Worce A Roy ‘al Infy. H.O. -- 958 Tae Pye “i $e .. 47 | by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 





SALTWELL RESEARCH FUND 

Applications are invited for a Saltwell Research Fellowship 
value not less than £1000 a year with superannuation arrange- 
ments. The Fellowship is for a period of 1 year, renewable up 
to a total period of 3 years. Under the terms of the Fund the 
Fellow appointed must engage in research work of any type, 
including clinical epidemiological or laboratory studies in 
connection with cancer, rheumatism, malaria or morbid condi- 
tions of the prostate gland. 

Applications, accompanied by the 
state details of the proposed work, 
to undertake the work and the 
the work is to take place. 
be paid to the 
obtained 


names of 3 referees, should 
under whom it is proposed 
name of the institution where 
A grant for reasonable expenses may 
institution concerned. Further details may be 
from the Secretary of the Trustees, the Assistant 
tegistrar, Royal College of Physicians, Pall Mall East, London, 
8.W.1, by whom applications for a Fellowship must be received 
not later than Ist February, 1954 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 


CLINICAL CONFERENCES—JANUARY, 1954 

A Course of 10 Clinical Conferences held at certain selected 
hospitals will take place from MONDAY, 18TH JANUARY to 
FRIDAY, 29TH JANUARY, 1954. 

Applications, accompanied by a cheque for £5 5s. 
sent to W. F. Davis, Esq., Deputy Secretary, 
Surgeons, Lincoln’s Inn-fields, W.C.2, from 
information may be obtained (HOLborn 3474). 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 


should be 
Royal College of 
whom further 


ELECTION OF JOSEPH HENRY 
The Council invites applications for the 
ship for a Lecture on Occupational Surgery or Surgery in 
relation to Occupation. The subject matter must relate to 
original work or research. Candidates are requested to submit 
with their applications 25 copies of a synopsis of approximately 
500 words. 
Applications, 
or before 


LECTURER 
Joseph Henry Lecture- 


in writing, 
Thursday, 31st 


must be 
December. 
KENNEDY CASSELS, 
Lincoln’s Inn-fields, London, W.C.2. 
BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 
RESEARCH 


made to the Secretary on 


Secretary. 


Notice is hereby given that an election of Junior Fellows to 
begin work on IST OCTOBER next will take place in May, 1954. 
Junior Fellowships are of the annual value of £630 for 3 years. 
As a rule, superannuation benefits are provided, to which the 
successful candidates will be required to contribute 5% of the 
annual stipend and to which the Trust will make a contribution 
of 10%. Candidates must have taken a degree in a faculty of 
auniversity approved by the Trustees in Her Majesty’s Dominions 
Protectorates and Mandated Territories, India, Pakistan and the 
Republic of Ireland, or a medical diploma registrable in the 
United Kingdom. Elections to Junior Fellowships are rarely 
made above the age of 35 years. 

Applications from candidates must be received not later than 
Ist April. Candidates must submit evidence that they can be 
given accommodation in the departments where they propose to 
work, which must be either in Great Britain or Ireland. 

Forms of application and all information may be obtained by 
letter only, addressed to the Secretary, Beit Memorial Fellow- 
ships for Medical Research, The Lister Institute, Chelsea Bridge- 
road, London, 8.W.1. For Overseas Candidates forms of applica- 
tion may be obtained from: the Secretary, South African Medical 
Council, P.O. Box 205, Pretoria, South Africa ; the Director, 
Commonwealth Office of Education, Box 3879, Sydney, 
Australia; the Department of Health, Wellington, New 
Zealand ; and the Canadian Medical Association, 184, College- 
street, Toronto, Canada. 

UNIVERSITY OF LONDON 
INSTITUTE OF CHILD HEALTH 


MENTAL HYGIENE 
A Course of Lectures for postgraduates will be held at The 
Hospital for Sick Children, Great Ormond-street, London, W.C.1, 


during JANUARY-MARCH, 1954, On THURSDAYS at 5.30 P.M. 

7th Jan. .. The Differential Diag- .. Dr. E. M. CREAK 
nosis of Backwardness 

14th Jan. Behaviour in Epilepsy .. Dr. H. Davy 

2ist Jan. . The Handling of the Miss B. C. MARSHALI 
Family in Mental 
Deficiency 

28th Jan. Cerebral Deterioration... Dr. P. H. SANDIFER 


in Childhood 


ith Feb. .. The Prevention of .. Mrs. J. M. WILLIAMS 
Backwardness at 
School 

lith Feb. .. The Invalid Child Dr. K. Soppy 

18th Feb. Advice in the Infant Dr. B. WoopHrap 
Welfare Clinic 

25th Feb. Prevention of Delin- .. Dr. D. STarrorp- 
que ney CLARK 

4th March A Case and its Manage-.. Dr. D. W. WinNiIcoTT 
ment. 

lith March .. The E.E.G. in the .. Dr. D. A. Ponp 


Neuro-psychiatry of 
Childhood 
rhe fee for the course of 
lecture 5s. 
Applications for 
remittance, should be sent 
Health, The Hospital for 
London, W.C.1. 
tickets is limited. 


10 lectures is £2 2s., for a single- 
tickets of admission, accompanied by a 
to the Secretary, Institute of Child 
Sick Children, Great Ormond-street, 
Early application is advised as the number of 
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UNIVERSITY OF LONDON 


A LECTURE on “ Determinations of Drug Potency in Man ”’ 
will be given by Dr. C 3n1ss (Connecticut Agricultural 
Experiment Station) at 5.30 P.M. on 11TH DECEMBER at the 
London School of Hygiene and Tropical Medicine, Keppel 
street, Gower-street, W.C.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic 
ADDISON LECTURE 


Registrar. 


Medical 
5 P.M., 


Guy’s Hospital 
DECEMBER, 1953, at 
tions of the Brain.”’ . nk 2 7 ser 
UNIVERSITY OF SOUTHAMPTON. Sub-Department 
OF PHYSIOLOGY—DEPARTMENT OF ZOOLOGY. Applications are 
invited for the appointment of a LECTURER or ASSISTANT 
LECTURER IN ANIMAL PHYSIOLOGY. Salary scales : 
Lecturer £550-£50-£1100 ; Assistant Lecturer £450—-£50—-£550, 
plus F.S.8.U. benefit and children’s allowance. 

Further particulars may be obtained from the Secretary and 
Registrar, The University, Southampton. 


UNIVERSITY OF GLASGOW. Applications are invited 
for a Whole-time LECTURESHIP IN CHILD HEALTH. 
The successful candidate will be expected to take part in the 
teaching of medical students and to engage in clinical work in 
the wards and in the outpatient department of the Royal 
Hospital for Sick Children. The appointment will be made 
according to the University Grading Scheme. F.S.S.U. and 
family allowance benefits. The initial salary will be fixed accord- 
ing to qualifications and experience. 

Applications (16 copies), should be lodged, not 
26th December, 1953, with the undersigned, 
particulars may be obtained. 

Rost. T. HUTCHESON, Secretary of University Court. 
UNIVERSITY OF GLASGOW. Research Assistantship 
IN VIRUS DISEASES. A science graduate assistant is required 
for research involving tissue culture of viruses. Previous experi- 
ence is not essential. The salary, which will be paid from a grant 
available for 3 years, will be within the range £410-£25-4€765. 
Consideration can be given to senior applicants qualified for 
a higher range of salary. 

Applications, with full details of qualifications and experience, 
and the names of 2 referees, should be sent, not later than 
26th December, 1953, to the Secretary of the University Court, 
The University, Glasgow, W.2, from whom further particulars 
may be obtained. 

Rost. T. HuTcueson, Secretary of University Court. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for a post of LECTURER IN BACTERIOLOGY AND 
VIRUS DISEASES, to begin duties as soon as possible. Salary 
scale £700—£1500, with F.S.8.U. provision and family allowance. 
Initial salary according to qualifications and experience. 

Applications (6 copies), should reach the Registrar (from whom 
further particulars should be obtained) by 2nd January, 1954. 
UNIVERSITY OF CAPE TOWN, South Africa. 
Applications are invited for the CHAIR OF ORTHOPADIC 
SURGERY in the University of Cape Town. The appointment 
will be made under the terms of the Joint Staff Agreement 
between the University of Cape Town and the Provincial 
Administration of the Cape of Good Hope. It is a full-time 
appointment and the occupant of the Chair is not permitted 
to undertake remunerative private work. The salary is £2500 p.a., 
plus a temporary cost-of-living allowance (at present £320 p.a. 
for a married man and £100 p.a. for others). The Professor is 
Head of the University Departme nt of Orthopeedic Surgery 
and of the Teaching Department of Orthopedic Surgery within 
the Division of Surgery. He will be in charge of orthopedic 
beds in Groote Schuur Hospital, in the Lady Michaelis Ortho- 
pedic Home, and in the Princess Alice Home of Recovery and 
will be a Consultant to the new Red Cross War Memorial 
Children’s Hospital. 

Applications (with copies of testimonials), 
experience, qualifications, publications, and research interests, 
and should give the names of 2 referees whom the University 
may consult. 2 copies of the application and testimonials 
should reach the Secretary, Association of Universities of the 
British Commonwealth, 5, Gordon-square, London, W.C.1 
(from whom a memorandum giving the general conditions of 
appointment should be obtained), not later than Ist March, 
1954. An additional copy should be sent direct by air mail to 
the Registrar, University of Cape Town, Private Bag, Ronde- 
bosch, Cape Town, South Africa, by the same date. The Uni- 
versity reserves the right to appoint a person other than one 
of the applicants or to make no appointment. 
UNIVERSITY OF CAPE TOWN, South Africa. 
tions are invited for 2 LECTURESHIPS IN PHYSIOLOGY. 
\ medical qualification is an advantage but not essential. 
1 of the Lecturers should have had experience in teaching and 
research in histology and the other Lecturer should have had 
experience in experimental and human physiology. The salary 
scale is £650-£50-£1000 p.a. plus a temporary cost-of-living 
allowance (at present £320 p.a. for a married man and £100 p.a. 
for others). The standard salary scale recognised for the 
provident fund is £650—£50—£900. 

Applications (with copies of testimonials), should state age, 
experience, qualifications, and research work completed or in 
progress, and give the names of 2 referees whom the University 
may consult. 2 copies of the application and testimonials should 
reach the Secretary, Association of Universities of the British 
Commonwealth, 5, Gordon-square, London, W.C.1 (from whom 
a memorandum giving the general conditions of appointment 
should be obtained), not later than 25th January, 1954. An 
additional copy should be sent direct by air mail to the Registrar, 
University of Cape Town, Private Bag, Rondebosch, Cape 
Town, South Africa, by the same date. The University reserves 
the right to appoint a person other than one of the applicants 
or to make no appointment. 
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UNIVERSITY OF BRISTOL. The University invites 
applic ations for the post of Temporary LECTURER IN MEDI- 

CINE. Salary £1000-£1300 p.a. according to qualifications 
a experience, together with superannuation and children’s 
allowances. The appointment will be for 6 months only, and 
the successful candidate will be appointed a Senior Registrar 
to the United Bristol Hospitals during his tenure of the Lecture- 
ship, and will be required to enter into an honorary contract 
with the Board of Governors. 

Applications, stating age, qualifications and experience, 
should include the names of 3 referees and may be accompanied 
by copies of not more than 3 recent testimonials. Applications 
should reach the Registrar, from whom further particulars may 
be obtained, not later than 15th December, 1953. 


UNIVERSITY OF EDINBURGH. Applications are invited 
for the whole-time post of ASSISTANT to the Dean of the 
Faculty of Medicine. Candidates must be medically qualified 
and preference will be given to those who have had administra- 
tive experience or have held Medical School teaching posts. 
The person appointed will assist the Dean in the administration 
of the Faculty of Medicine and in the direction of studies for 
medical degrees and diplomas of the University. He will also 
be expected to undertake such additional administrative duties 
in connection with the Medical School as the University Court 
may from time to time prescribe. The appointment will take 
effect as early as possible in 1954. The salary is £1500 p.a., 
and the post is subject to superannuation under the Federated 
Superannuation Scheme for Universities, the member con- 
tributing 5% of his salary and the University a sum equivalent 
to 10%. The University pays a children’s allowance of £50 p.a. 
in respect of each fully dependent child. 

Applications, 8 copies of which are required, should be sent, 
not later than 3lst December, 1953, to the undersigned, and 
should contain full particulars of candidates’ qualifications, 
previous appointments and experience, along with the names 
of 2 referees. ; 

CHARLES H. STEWART, Secretary to the University. 





Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT E.N.T. SURGEON required at 
Hornsey Central Hospital, Park-road, N.&, for 2 half-days a 
week. Hospital may be visited by direct appointment. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 8th January, 1954. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT E.N.T. SURGEON required at 
Finchley Memorial Hospital, Granville-road, North Finchley, 
N.12, for 2 half-days a week. Hospital may be visited by 
direct appointment. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114A, Portland-place, W.1, by 8th January, 1954. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. eee are invited for or on as :— 





(1) Part-time CONSULTANT AN. ESTHETIST, St. Andrew's 
Hospital, Bow, E.3 (5 sessions a week). 
(2) Part-time CONSULTANT AN. ESTHETIST, St. George- 


in-the-East Hospital, E.1 (1 session a week). 

(3) Part-time CONSULTANT ANAESTHETIST, Harts Hos- 
pital, Woodford Green, Essex (1 session a week for ¢ he st surgery ). 

Applications (6 copies), indicating post concerned and detailing 
private address, date of birth, qualifications, and experience, 
present appointment(s) (including number of sessions) and 
grade, and names of 3 referees, should reach the Secretary, 
11a, Portland-place, London, W.1, by Saturday, 19th December, 
1953. 

WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
SENIOR HOSPITAL MEDIC ‘AL OFFICER (ve nereology § 
required for 3 sessions per week. 

Applications, stating age, qualifications, experience, names of 

3 referees, to Secretary, Board of Governors, Hammersmith, 
West London, and St. Mark’s Hospitals, Ducane-road, London, 
W.12, by 28th December. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT ANAESTHETIST (9 notional half-days 
weekly). Duties in General Surgery (3 notional half-days) in 
Birmingham (Dudley Road) Group ; and in Thoracie Surgery 
(6 notional half-days)—4 notional half-days at Yardley Green 
Hospital (413 Beds) and 2 notional half-days at Regional 
Thoracic Centre, Hill Top Hospital, Bromsgrove (76 Beds). 
Wide experience specialty and possession of higher qualification 
or D.A. required. 

Applications (15 copies) stating name, age, nationality, 

qualifications, present and previous appointments and details of 
3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 21st December, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the following Consultant posts at the Bolton 
and District Hospital Centre (Bolton Royal Infirmary, 237 
Beds ; Bolton District General Hospital, 920 Beds ; &c.) : 

(a) Part-time GENERAL PHYSICIAN (8 notional half- ices, 

(b) Whole-time GENERAL PHYSICIAN mainly concerned 
with the care of the chronic sick. Appointee will be required to 
undertake domiciliary visits and to establish the closest liaison 
with General Practitioners and the local health authorities. 
Special interest and experience in the treatment and rehabilita- 
tion of the chronic sick is required. 

Higher qualifications are essential and appointees will need to 
live near their main hospital. Applicants for more than 1 post 
should indicate their preference. 

Application forms from the Senior Administrative Medical 
Officer to the Board at Cheetwood-road, Manchester, 8, to be 
returned by 21st December, 1953. 








NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT E.N.T. SURGEON required at 
Northwood, Pinner and District Hospital, Northwood, Middlesex, 
for 1 half-day a week. Hospital may be visited by direct 
appointment. 

Detailed applications inc oe date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, P ortland- -place, W.1, by 8th January, 1954 
NORTH WEST atta yt hte REGIONAL HOS- 
PITAL BOARD. CONSULTANT E.N.T. SURGEON required at 
Ashford Hospital, Ashford, Middlese (562 Beds), for 5 half-days 
a week. Hospital may be visited by direct appointment. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 8th January, 1954 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT OPHTHAL- 
MOLOGIST to serve the Clwyd and Deeside Hospital Manage- 
ment Committee. The successful candidate will be required to 
work in either hospitals or school clinics, and he may also be 
expected to undertake some school clinics in other Groups in 
North Wales. He would be expected to reside in the Clwyd and 
Deeside Area. The successful candidate will be asked to state 
whether he wishes to hold a whole-time or maximum part-time 
appointment. 

Applications (12 copies), stating date of birth, giving a sum- 

mary of qualifications, experience, previous appointments with 
dates, and publications, together with the names of 3 referees, 
should be addressed to the Senior Administrative Medical 
Officer, Welsh Regional Hospital Board, Cathays Park, Cardiff, 
within 21 days of appearance of this advertisement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Locum OPHTHALMIC SURGEON 
(9 half-days per week) for the West Dorset Group for an 
indefinite period. Main duties at Weymouth and Dorset County 
Royal Eye Infirmary (21 Beds). Remuneration 5 guineas pe 
half-day (if holding National Health Service Consultant grading 
or 34 guineas per half-day. 

Apply immediately to Dr. J. REVANs. 

Beeston House, Water-lane, Winchester. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited from Psychiatrists for 
the appointment of PHYSICIAN-SUPERINTENDENT (Con- 
sultant grade) to the Bangour Mental Hospital, near Bathgate, 
West Lothian. The post is superannuable, and the conditions 
of service are in accordance with the regulations. 

Applications, giving particulars of age, previous experience 
and qualifications, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, within 
30 days. Further particulars on application. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 


Part-time CONSULTANT OPHTHALMOLOGIST at Glasgow 
Eye Infirmary with duties elsewhere in the Region as may be 
arranged on the basis of 7 sessions weekly. 

Whole-time ASSISTANT PSYCHIATRIST, Argyll and Bute 
Mental Hospital, Lochgilphead. Flat available in the Hospital. 
Salary on the scale £1300—£50-£1750. 

Whole-time CONSULTANT SURGEON at Law Hospital, 
Carluke. 

Whole-time ASSISTANT RADIOLOGIST, 
Carluke. Salary on the scale £1300—-4£50-4£1750. ; 

These appointments are subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (16 copies). stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT (single accommodation only) or NON- 
RESIDENT SENIOR CASUALTY OFFICER at the Beckett 
Hospital, Barnsley. Salary within the range of £1300—-£1750. 
Tenure for a period not exceeding 4 years. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheftield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 2nd January, 
1954. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT OPHTHALMOLOGIST (salary scale £1300 
£50-£1750) with duties at Chesterfield Royal Hospital and 
associated school ophthalmic clinics. Additional duties at 
Mansfield. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 2nd January, 
1954 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for the 
Saxondale Hospital, Radcliffe-on-Trent. A house is available. 
Salary £1300—£50-£1750. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 2nd 
January, 1954. 
SHEFFIELD REGIONAL HOSPITAL BOARD/UNITED 
SHEFFIELD HOSPITALS. Maximum Part-time CONSULTANT 
ANXSTHETIST required to undertake 5 notional half-days per 
week for the Sheffield Regional Hospital Board and 4 notional 
half-days per week in the United Sheffield Hospitals. Regional 
Board duties at Rotherham and Mexborough. 

Applications to the Senior Administrative Medical Officer, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 
from whom application forms and full de —— may be obtained. 
Completed forms to be returned by 2nd,January, 1954. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for the 
Kingsway Hospital, Derby. A house is available on the Hospital 
estate. Salary £1300—-£50-£1750. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fata Sheffield. Forms to be returned by 2nd January, 

954. 
NEW ZEALAND. COOK HOSPITAL BOARD, Gisborne, 
NEW ZEALAND. Applications are invited from registered medical 
practitioners for the appointment of a RADIOLOGIST with 
the above Hospital Board. Salary in accordance with the 
Hospital Employment regulations salary rates for the following 
gradings :— 

Senior Specialist, £1690—£1940. 

Junior Specialist, £1290-£1590. 

The amounts quoted are in New Zealand currency and the 
position is non-resident. Gisborne, with a population of 21,000, 
is situated on the sea coast and enjoys an ideal climate. Condi- 
tions of appointment will be supplied on application to the 
High Commissioner for New Zealand, 415, Strand, London, 
sesitt mentioning this paper and quoting reference number 
3/65 . 

Completed applications to be sent direct by air mail to the 
Secretary, Cook Hospital Board, Gisborne, New Zealand, to 
arrive not later than Thursday, 31st December, 1953. 

NEW ZEALAND. THE OTAGO HOSPITAL BOARD. 
UNIVERSITY OF OTAGO AND DUNEDIN HOSPITAL. Applications are 
invited for the position of ASSISTANT PSYCHIATRIC 
PHYSICIAN to the Otago Hospital Board AND LECTURER 
IN PSYCHIATRY, University of Otago. Salary in accordance 
with Hospital Employment (Medical Officers) Regulations, 1952, 
Amendment No. 1, scale £1290-£1590 p.a. Further particulars 
and conditions of appointment may be obtained from the 

High Commissioner for New Zealand, 415, Strand, London, 
W.C.2, or from THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 

Applications, stating age, qualifications and experience, 
together with testimonials, a certificate of health and radiological 
certificate, will be received by the undersigned until 10 A.M. on 
Tuesday, 12th January, 1954. 

W. A. WILLIAMSON, 

P.O. Box 946, Dunedin, New Zealand. 


Hospital Services : Junior Appointments 
ACTON HOSPITAL, Gunnersbury-lane, W.3. Senior 
HOt SE OFFICER (casualty) required. Resident post. Salary 
ty p.a., less £100 p.a. for residence. Post vacant 13th January, 
vot. 

Applications, with names of 2 referees, to Hospital Secretary 
by 19th December, 1953. 
ALBERT DOCK ORTHOPAEDIC AND TRAUMATIC 
HOSPITAL, Alnwick-road, London, E.16. SENIOR HOUSE 
SURGEON (resident) required on Ist January, 1954. Salary 
£670 p.a., with authorised deductions. Appointment recognised 
by the Royal College of Surgeons. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, to the undersigned not later than 16th 
December, 1953. F. A. LYON, Secretary. 

Dreadnought Seamen’s Hospital, Greenwich, 8.E.10. 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
a HOUSE PHYSICIAN (resident), vacant early January, 
wo . 

Apply Hospital Secretary (1), 
testimonials. 

CHARING CROSS HOSPITAL, W.C.2. Applications are 
invited for the following posts, tenable for 6 months from 15th 
December, 1953 : 

Charing Cross Hospital 

CASUALTY OFFICER (Senior House Officer). 

HOUSE PHYSICIAN to the Radiological Department 
(candidates taking the D.M.R. will be given time off to attend 
lectures ). 

Mount Vernon Hospital 

HOUSE SURGEON to the Gynecological 
(Pre-registration House post, recognised by the 
of Obstetricians and Gynecologists. ) 

Applications, as soon as possible, to— 

FRANK HART, Secretary to the Board. 
EVELINA CHILDREN’S HOSPITAL OF QUY’S HOS- 
PITAL, Southwark Bridge-road, London, S.E.1. Required, 
HOUSE SURGEON (second or third post). Appointment is 
from Ist January, 1954, for 6 months and includes duties in the 
Casualty Department. It is recognised for the D.C.H. and also 
as a second pre-registration post. Salary £400 or £450 p.a., 
less £100 p.a. for residential emoluments. 

Applications, stating age, nationality, qualifications with 
dates, and copies of 3 recent testimonials, should reach the 
Hospital Secretary by 10th December, 1953. 

GROUP PATHOLOGICAL LABORATORY AT ST. 
MARY ABBOTS HOSPITAL, Marloes-road, Kensington, W.38. 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (pathology) required for duty in 
first instance at the Group Laboratory. Post vacant Ist January, 
1954. Resident post. Residence may be required at any of the 
hospitals in the Group. 
Applications, to be submitted immediately on forms obtainable 
from Hospital Secretary (L.150), St. Mary Abbots Hospital, 
Marloes-road, Kensington, W.8. 
GROVE HOSPITAL, Tooting-grove, S.W.17. Wandsworth 
HOSPITAL GROUP. Locum REGISTRAR required. Post vacant 
immediately. Duties will cover infectious diseases, pulmonary 
tuberculosis and general medicine. 7 
Applications, giving age, qualifications, experience and names 
of 2 referees, to Group Secretary, 14, Atkins-road, Balham, 
3.W.12, immediately. 


Secretary. 








enclosing copies of 2 recent 
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GQUY’S HOSPITAL, YORK CLINIC FOR PSYCHO- 
LOGICAL MEDICINE. tequired, RESIDENT HOUSE PHYSI- 
CIAN (Male), grading Senior House Officer (£670), duties to 
commence on Ist January, 1954. The post offers good oppor- 
tunities for postgraduate study. The appointment will be for 
a period of 6 months in the first instance, and may be renewed 
for further such periods. é 

Applications, with copies of 2 testimonials, should be sent 
to the Superintendent, Guy’s Hospital, London Bridge, S.E.1, 
not later than 19th December, 1953. 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Applications 
invited for the following whole-time, non-resident posts in 
Department of Aneesthetics : : 

SENIOR REGISTRAR required immediately, Candidates 

expected to possess higher qualification in anesthesia. 

REGISTRAR required Ist March. / 

Applications, stating age, qualifications, experience, names of 
2 referees to Secretary, Board of Governors, by 12th December. 
HACKNEY HOSPITAL, London, 9. (General—807 
Beds.) CASUALTY HOUSE OFFICER (6 months appoint- 
ment) required, to act also as House Officer to the E.N.T. 
Department. y 

Applications from second or third post candidates should 

reach the Group Secretary, Hackney Hospital Management 
Committee, London, E.9, as soon as possible. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited from pre-registration and_ registered medical 
practitioners for the position of RESIDENT HOUSE SURGEON, 
The appointment is for 6 months from 12th January, 1954, 
and is recognised for the F.R.C.S. , 

Application forms from the Physician-Superintendent. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist February, 1954, for 
RESIDENT HOUSE PHYSICIAN. Appointments for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and 
posts are graded as House Officer. Duties include work in the 
Outpatient Department and Refill Clinic as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 21st December. 

THOMAS BrRowN, House Governor. 

London Chest Hospital, E.2. " 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs Ist February, 1954, for RESI- 
DENT SURGICAL OFFICER. Appointment for 6 months, 
with prospect of renewal, of which 2 will be at_the Country 
Branch, near Letchworth. Post graded as Senior House Officer 
or Registrar, according to qualifications and experience. Previous 
surgical experience necessary. 

Applications, stating age, qualifications with ‘ 
previous appointments held, with copies of 3. testimonials, 
should reach the undersigned not later than 21st December. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE SURGEON (pre-registration or first, second, or third) 
required for duty on 5th January, 1954. 

Application forms may be obtained from Physician-Superin- 

tendent, to be returned, with copies of not more than 3 testi- 
monials, by 10th December, 1953. 
MOTHERS’ HOSPITAL (Salvation Army), Clapton, E.5. 
(Maternity—110 Beds.) Applications are invited for the 6 
months appointment (commencing Ist January) of RESIDENT 
OBSTETRIC HOUSE SURGEON (pre-registration second post). 
The post is recognised for the M.R.C.O.G. 

Apply with full details and copy testimonials, to Group 

Secretary, Hackney Hospital Management Committee, London, 
E.9, by 12th December, quoting MH/HS. 
MOORFIELDS, WESTMINSTER AND CENTRAL EYE 
HOSPITAL (Moorfields Branch), City-road, London, E.C.1. 
Applications are invited for the post of SIXTH HOUSE 
SURGEON (Registrar), non-resident. The appointment is fora 
period of 4 months from Ist March, 1954, and the holder of the 
post at the completion of that time will be eligible for appoint- 
ment as Fifth, Fourth, Third, Second and subsequently as Senior 
Resident Officer for similar periods. 

Applications should be submitted on the official form, obtain- 
able from the undersigned, stating age and qualifications, 
together with testimonials and photograph, and be received not 
later than 19th December, 1953. 

A. J. M. TARRANT, House Governor. 
POPLAR HOSPITAL, East India Dock-road, E.14. (120 
Beds.) Required, CASUALTY HOUSE SURGEON (first, 
second, or third post). Duties include inpatient, outpatient 
and casualty work. Post recognised for F.R.C.S. Vacant now. 

Applications, stating age, nationality, and qualifications, to 
the Secretary. 

PADDINGTON GENERAL HOSPITAL, Harrow-road, 


dates, and 


W.9. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer) commencing Ist January, 
1954. 


Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to reach the Hospital 
Secretary by 12th December, 1953. 2 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICERS (2). 
1 of these appointments will be made for 2 consecutive periods of 
6 months commencing Ist February, 1954. First period as 
House Physician and second as House Surgeon and Casualty 
Officer. The other appointment will be for 6 months only as 
House Physician from Ist February, 1954. 

Application forms may be obtained from the SecretaryJat 
Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 14th December, 1953. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. JUNIOR CASUALTY OFFICER (Male or 
Female) required (House Officer, first, second or third post) 
for 6 months commencing 6th January, 1954. 

Applications, with copies of recent testimonials, to Group 

Secretary, West Ham Group Hospital Management Committee, 
Stratford, E.15, by 9th December, 1953. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (Male or Female) 
required. Pre-registration post, for 6 months commencing 
7th January, 1954. 

Applications, with copies of recent testimonials, to Group 

Secretary, West Ham Group Hospital Management Committee, 
Stratford, F.15, by 9th December, 1953. 
NEASDEN HOSPITAL, Brentfield-road, N.W.10. Locum 
RESIDENT MEDICAL OFFICER required (acute infectious 
diseases) for the period 28th December, 1953-10th January, 
1954, inclusive. Registrar grade ; whole-time appointment. 

Applications, with copies of 2 testimonials, to Physician- 
Superintendent immediately. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 

Applications are invited from registered medical prac titioners for 
the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than oo December, 19 3. 

. EWART Mirc HELL, Secretary. 

The National Hospital, ounauae. W.C.1. 

ROYAL CANCER HOSPITAL, Fulham-road, London, 
8.W.3. Applications are invited from registered medical practi- 
tioners for the post of HOUSE SURGEON (resident). Salary 
£400-£450 p.a., according to experience. The post is tenable 
for 6 months as from Ist February, 1954. 

Forms of application are obtainable from the House Governor 
to whom applications (together with copies of 3 recent testi- 
monials) should be sent not later than 23rd December. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
Applications are invited for the post of CASUALTY OFFICER 
(Senior House Officer) commencing Ist January, 1954. 

Applications, stating age, qualifications, and experience, 

together with the names and addresses of 2 referees, to reach the 
Hospital Secretary by 16th December, 1953. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
SURGEON (pre- or post-registration). Post vacant 5th January, 
1954. Tenable for 6 months. Salary, &c., in accordance with 
national seale. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, to be forwarded to 
the Medical Superintendent not later than 12th December. 1953, 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
PHYSICIAN (post-registration). Post vacant 28th December, 
1953. Tenable for 6 months. Salary, &c., in accordance with 
national scale. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, to be forwarded to 
the Me dical Sunerintendent not later than 12th December, 1953. 


ST. GILES’ HOSPITAL, Camberwell, S.E.5. Camberwell 
HOSPITALS MANAGEMENT COMMITTEE. Applications invited for 
appointment as HOUSE OFFICER (general medical duties), 
vacant from 30th December, 1953. Recognised pre-registration 
post. Salary £350, £400, or £450 a year according to posts held, 
less £100 a year for residence. 

Applications, stating age, details of qualifications and previous 
posts, enclosing copy testimonials or names of referees, to the 
Group Secretary, Camberwell Hospitals Manage ment Committee, 
Dulwich Hosnital, Kast Dulwich-grove, S.E.2 


ST. LEUNAHD'S HOSPITAL, Nuttall- ~street, London, N.1. 
(Acute—182 Beds.) Applic ations are invited from registered or 
provisionally registered medical practitioners for the post of 
HOUSE PHYSICIAN. The appointment is for 6 months at a 
salary of £350-£450, depending upon previous experience, 
subject to a reduction for residential charges. 

Applications, with names of 2 referees, to be forwarded to the 

Hospital Secretary by 12th December, 1953. 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. House 
PHYSICIAN (resident) for Rheumatism Unit, vacancy 16th 
January, 1954. Post offers valuable experience in the study 
of rheumatic diseases as well as general medicine. 

Applications, naming 2 referees, to Medical Superintendent 
by 18th December. 

ST. THOMAS’S HOSPITAL, London, S.£.1. Registrar to 
the ¢ ‘ardiological Department, for 1 year in the first instance. 

Applications, including names and addresses of 2 referees, to 

the Clerk of the Governors by 12th December, 1953. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 8th March, 
1954, for an ASSISTANT RESIDENT MEDICAL OFFICER 
(grade—Senior House Officer) at the Country “ral h Hospital, 
Tadworth, Surrey (101 Beds). 

Further particulars and form of application, which must be 
returned not later than Monday, 4th January, 1954, are obtain- 
able from - undersigned. 

. RUTHERFORD, House Governor and Secretary. 
WHIPPS Shoes HOSPITAL. (General, Acute—873 
Beds.) LEYTONSTONE (NO. 10) HOSPITAL GROUP. Applications 
are invited from provisionally registered medical practitioners 
for the following posts at above Hospital. HOUSE PHYSICIANS 
(first pre-registration posts). 3 posts falling vacant on Ist 
January, 1954. 

Application forms from the Hospital Secretary, Whipps Cross 
Hospital, Whipps Cross-road, E.11, to be returned by not later 
than 14th December, 1953. 














WHIPPS CROSS HOSPITAL. (General/Acute—873 
Beds.) LEYTONSTONE (NO. 10) HOSPITAL GROUP. Applications 
are invited from provisionally registered medical eee 
for the following post at above Hospital. HOUSE RGEON 
(general surgery), second pre-registration post, vacant Ist 
January, 1954. 

Application forms from the Hospital Secretary, Whipps Cross 

Hospital, Whipps Cross-road, Leytonstone, E.11, to be returned 
by not later than 14th December, 1953. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. RESIDENT HOUSE PHYSICIAN (first post). 
Pre-registration candidates eligible. Appointment for 6 months 
from 17th January, 1954, plus 14 days locum duty from 4th 
January, 1954. 

Applications, stating age, qualifications with dates, nationality, 
and present post with copies of 2 testimonials, to Hospital 
Secretary by &tl. December, 1953. 

WHITTINGTON HOSPITAL, London, N.19. North 





WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole- 
time REGISTRAR required in the Physical Medicine Depart- 
ment. The post accords wide general experience in all branches 


of physical medicine and is recognised for Part II of the D.Phys 
Med. Preference will be given to candidates holding Part I 
of the Diploma. Hospital may be visited by appointment with 
the Medical Superintendent. 

Application forms obtainable from, and returnable to, Group 
Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6,. by 14th December. 


WANSTEAD HOSPITAL, Wanstead, E.11. Applications 
are invited for the post, now vacant, of CASUALTY OFFICER 
(graded as Senior House Officer). Salary £670 p.a., with a 
deduction of £120 p.a. for board, lodging, &c. p 

Applications, giving full particulars, together with copies of 
2 recent testimonials, should be sent immediately to the Secretary 
Forest Group Hospital Management Committee, Langthorne- 
road, F.11 ; 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post ef SENIOR HOUSE OFFICER 
(resident) to Clinical Pathology Department for 1 year 
commencing Ist January, 1954. 

Applications (5 copies), with names of 2 referees, to House 
Governor by 19th December. 

WESTMINSTER CHILDREN’S HOSPITAL. Westminster 
HOSPITAL TEACHING GROUP. HOUSE PHYSICIAN (second 
pre-registration) required for 6 months from Ist February, 1954. 

Apply, with copies of testimonials, to the Secretary, 

Westminster Children’s Hospital, Vincent-square, 8.W.1, by 
24th December. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE, AYLESBURY, 
BUCKS. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthetics) to the Department of Anes- 
thetics for the Aylesbury Group of hospitals. The appointment 
is recognised under the D.A. regulations and application has been 
made to the Faculty of Anesthetists for recognition under the 
conditions for the F.F.A. R.C.S. examination. Post vacant now. 
Salary £670 p.a., with a deduction of £140 p.a. if resident. 

Applications, giving full details of experienee and 2 names 
for reference, should be forwarded to the Secretary to the 
Management Commfttee, 9, Bicester-road, Aylesbury. 

Applications are invited for the following appointments :— 

Royal Buckinghamshire Hospital ; 

SENIOR HOUSE OFFICER for Accident and Orthopedic 
Department vacant 17th January. Duties include charge of 
Casualty Department together with those of Senior Resident. 
Salary £670 p.a., less £140 p.a. for residence, &c. 

SENIOR HOUSE OFFICER for Accident and Orthopedic 
Department, which is centred on this Hospital and comprises 
48 Beds, vacant now. 

Both posts are recognised for F.R.C. 

Applications, with 2 testimonials, to Secretary-Superintendent 
as soon as possible. 

Stoke Mandeville Hospital 

HOUSE PHYSICIAN (Senior Resident Medical Officer) 
for the Acute General Medical Unit, which comprises 2 Registrars 
and 3 Resident House Physicians. The post is of Senior House 
Officer grade. Vacant 23rd January, 1954. 

Applications with copies of 3 recent testimonials to the 
Administrative Officer. 

HOUSE SURGEON for Gynecology Department. ¥ Post 
recognised for M.R.C.O.G. Pre-registration post but applications 
from registered practitioners will be considered. 

Apply. with 2 testimonials, to Administrative Officer as soon 
as possible. 

Tindal General Hospital 

HOUSE SURGEON (Male or Female), vacant mid-January. 
The post offers wide experience of ge ne ‘ral surgery with operative 
practice and is recognised for F.R.C. The acute Surgical Unit 
consists of 95 Beds. No casualty fe alg 

Applications, stating age, qualifications and experience, with 2 
testimonials, to Administrative Officer. 

HOUSE PHYSICIAN (Chest Unit), Male or Female, vacant 
mid-January, 1954. Duties include care of about 20 chest 
eases (including T.B. Chalets) which may increase in due course 
and 4 clinics weekly, including refills, forming a progressive 
chest unit for the Aylesbury area. Ins ae tion in bronchoscopy 
and bronchography given. An acute Geriatric Unit, a small 
long-stay Annexe, and a Medical Outpatient Clinic provide 
some general medicine. No casualty department. Pre-registra- 
tion post but registered practitioners invited to apply. 

Apply, with 2 testimonials, to the Administrative Offic er as 
soon as possible. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (110 
Beds.) HOUSE SURGEON (pre-registration). Post vacant 
mid-February. ; 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
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APPLEY BRIDGE, near WIGAN. WRIGHTINGTON 
HOSPITAL. RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER required. Regional Centre for Orthopzdic Tubercu- 
losis, 200 adults and 100 children. Salary £700 by annual 
increments of £50 to £1000 p.a., less £155 for residence. 
Apply to Consultant Surgeon-Superintendent with 2 references 
or names of 2 referees. 
ASHFORD HOSPITAL. Ashford, Kent. Applications 
are invited for the appointment of SENIOR HOUSE SURGEON 
at the above Hospital. Applicants should have held at least 
hospital posts. The appointment will be tenable for a year. 
Salary £670 a year, less a deduction of £150 a year for residential 
emoluments. 
Applications, stating age, qualifications and the names and 
addresses of 2 referees, should be made to the Group Secretary, 
* Ash-Eton,’’ Radnor Park West, Folkestone. 
ASHFORD HOSPITAL, Ashford, Middlesex. 
GROUP HOSPITAL MANAGEMENT COMMITTEE. 
DENT HOUSE OFFICER (Male) for 
surgical duties. 6 months appointment. 
Applications, stating age, qualifications and experience, 
copies of up to 3 recent testimonials, to Medical 
Hospital by 12th December, 1953. : 
BANGOR. ST. DAVID’S HOSPITAL. (136 Beds and 
Cots. Specialist Hospital for obstetrics, gynecology and 
peediatrics. Part 11 Midwifery Training School.) CAERNARVON 
AND ANGLESEY HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(resident) in the Obstetrical and Gynecological Department 
of the above Hospital. Previous obstetrical experience is 
essential. In the first instance the post will be in obstetrics 
there will be opportunity for transfer to the Gyneecological 
Department at the end of 6 months. The post is recognised by 
the Royal College of Obstetricians and Gynecologists for the 
Diploma and Membership examination. The duties include 
attendance at the pre-natal clinics in the counties of Caernarvon 


Staines 
Required, RESI- 
general medical and 


with 
Director of 


and Anglesey Salary according to scale. Post vacant Ist 
February, 1954. 
Applications, stating age, qualifications and experience, 


together with copies of 3 recent testimonials, to be forwarded 
to the Group Secretary, Plas Gwyn, Ffriddoedd-road, Bangor, 
by llth December, 1953. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for a post of HOUSE PHYSI- 
CIAN (recognised for pre-registration) at the North Lonsdale 
Hospital, Barrow-in-Furness, under supervision of Consultant 
Physician. National conditions and salary scale. 
Applications to Group Secretary, 52, Paradise-street, 
in-Furness. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. Applications are invited for the — nt appointment of 
ORTHOPADIC TRAUMATIC AND CASUALTY SENIOR 
HOUSE OFFICER. Hospital eaaaeiens 189 Beds with large 
Outpatients Department. Duties comprise service in the 
Orthopeedic, Traumatic, and Casualty Departments ; post 
recognised for F.R.C.S. Salary £670 p.a., less £155 p.a. for 
emoluments. 
Applications to the Group Secretary, Barrow and 
Hospital Management Committee, 52, Paradise-street, 
in-Furness. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
Applications are invited for a resident post of HOUSE 
SURGEON (recognised for pre-registration) at the North 
Lonsdale Hospital, Barrow-in-Furness, with surgical work 
under control of Consultant Surgeons. Post recognised for 
F.R.C.S. National conditions and salary scale. 
Applications to the Group Secretary, 52, Paradise-street, 
Barrow-in-Furness. 
BARKING HOSPITAL (Maternity), Upney-lane, Barking- 
ee will be a vacancy for a RESIDENT SENIOR HOUSE 
OFFICER at the above Hospital on 24th December, 1953. 


Barrow- 


Furness 
Barrow- 


Salary being £670 p.a., less emoluments valued at the cate of 
£150 p.a. Applicants should have been qualified not less than 
lL year. Duties will include antenatal work. 


Applications, accompanied by copies of testimonials, 
be sent to the undersigned within 7 days of the 
this advertisement. 

H. F. Harris, 


should 
appearance of 


Deputy Secretary, 
liford and Barking Group Hospital Management Committee. 
King George Hospital, Ilford. 
BEDFORD GENERAL HOSPITAL. 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required (pre-registration post). Post 
vacant immediately. The appointment offers exceptional 
opportunity for general experience in a busy Acute Surgical Unit. 
Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to Group Secretary, 3, Kimbolton-road, Bedford. 
BOSTON. GENERAL HOSPITAL. (76 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (general surgery and E.N.T.) required with relief duties 
in the Casualty Department. Appointment for 1 year in the 
first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 14th December, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 


(435 Beds.) Bedford 


Shelley-road. (492 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. ei are invited 
for the immediate appointment of a RESID r SENIOR 


HOUSE OFFICER (orthopedic and casualty wicca Mee sy The 

post is recognised for the F.R.C.S. examination and is tenable 

for 1 year. 
Applications to the 


Deputy Hospital Secretary. 


16 





BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of REGISTRAR in Orthopedic Surgery for the above Hospital 
Group consisting of 18 hospitals with 1548 Beds. The ortho- 
peedic work is conducted mainly at the 2 major hospitals of the 
Group, viz., Royal Victoria Hospital, Bournemouth, and Poole 
General Hospital, with 100 orthopedic beds and large Out- 
patient Departments covering both traumatic and non-traumatic 
orthopeedics in all branches in children and adults. 

Forms of application, obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 
pital, Bournemouth, should be returned to him, duly completed, 
within 14 days of the appearance of this advertisement. 


BIRMINGHAM, 29. SELLY OAK HOSPITAL. 
Beds.) Applications invited for the post of CASUALTY 
OFFICER (Senior House Officer), resident or non-resident. 
Applications, giving qualifications, experience, and age, with 
copies of 3 recent testimonials, to the Medical Superinte ndent. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON (pre-registration post) required. 
Post vacant end of December. General Hospital and offers good 
experience. 5 other Resident Medical Staff. 
Applications immediately, giving age, qualifications, nation- 
ality, and experience, with copies of 2 recent testimonials or 
names of referees, to the Medical Superinte ndent. 


(1059 





BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. RESIDENT SURGICAL OFFICER (Senior House 
Officer). Post vacant December. Good experience in general 
surgery and 5 other resident medical staff. 

Applications, stating age, nationality, qualifications, 
experience, together with copies of testimonials or 
referees, to the Medical Superintendent. 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (112 Beds including 25 premature baby cots.) OBSTET- 
RIC HOUSE SURGEON. Appointment recognised for 
D.Obst.R.C.0.G. Hospital affiliated to Birmingham Medica) 
School for training of students. Post vacant Ist February, 1954. 
wee to the Obstetrician not later than 9th December, 

wd. 


and 
names of 


BIRMINGHAM. HIGHCROFT HALL HOSPITAL, 
ERDINGTON, BIRMINGHAM, 23. JUNIOR HOSPITAL MEDICAL 
OFFICER (Locum) Male or Female, required immediately. 
Salary £16 per week, less residential emoluments (£150 p.a.) 
if resident, but officer who so desires may live outside the 
Hospital. 

Apply to Medical Superintendent. 

BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds.) HOUSE SURGEONS (Male or 
Female). 2 posts vacant in February, 1 post vacant in March. 
Recognised for F.R.C.S. The appointments will be for a period 
of 6 months of which 2 may be spent in the Burns Unit (Medical 
Research Council). The Hospital is the largest Traumatic 
Unit in the country, and treats 50,000 new patients each year. 
Posts are open to registered practitioners and offer ample 
opportunity for practical experience in the management of all 
types of injury and teaching by the Consultant staff. 

Applications, with copies of recent testimonials or names of 
2 referees, to the Administrator. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(a) Cheshire Joint Sanatorium, Market Drayton 
(305 Beds) 

Whole-time REGISTRAR in 
general medicine required. 

(b) Birmingham, St. Margaret’s Hospital (1470 Beds) 

Whole-time REGISTRAR (resident or non-resident) in 
Psychiatry. Recognised for D.P.M. 

(c) Coventry Group of hospitals 

Whole-time REGISTRAR (non-resident) in E.N.T. Surgery. 
Duties mainly at Gulson Hospital (311 Beds) and also at 
Coventry and Warwickshire Hospital (346 Beds). Recognised 
for F.R.C.S. and D.L.O. Hearing-aid Department. 

(d) Wolverhampton Royal Hospital (310 Beds) 

Whole-time RESIDENT CASUALTY OFFICER (registrar) 
Recognised for F.R.C.S. 

(e) South Warwickshire Group of hospitals 

Whole-time REGISTRAR (resident) in Orthopedics. Duties 
mainly at Warwick Hospital (3: 52 Beds, including 52 orthopzedic ). 
Post recognised for F.R.C. Experience specialty 
higher qualification an ener Og 

(f) South Warwickshire Group of hospitals 

Whole-time REGISTRAR (resident) in Anzesthetics. 
mainly at Warneford General Hospital (207 Beds). 
specialty essential. 

Application forms from Secretary, 10, 
ingham, 15, to be returned before 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. GENERAL HOSPITAL. Applications are invited for the 
post of RESIDENT MEDICAL OFFICER (Registrar grade), 
vacant Ist January, 1954, and tenable for 1 year in the first 
instance. Candidates must be registered medical practitioners, 
and have held a resident appointment. Salary in accordance 
with the terms and conditions of service of hospital medical 
and dental staffs. 

Forms of application may be obtained 
be returned not later than 12th December, 
United Birmingham Hospitals, Queen 
Birmingham, 15. 
BRAINTREE, ESSEX. 








Chest Diseases. Experience 


essential, 
Duties 
Experience 


Augustus-road, 
21st December, 1953. 


Birm 


from, and should 
1953, to, the Secretary, 
Elizabeth Hospital, 


BLACK NOTLEY HOSPITAL. 
(544 Beds.) ‘Applic ations invited for post of HOUSE OFFIC ER 
(orthopeedic surgery ). (First, second, or third post. Post 
tenable for 6 months and is recognised under F.R.C.S. ct A eg 
Salary in accordance with the terms of service issued by the 
Ministry of Health, plus £50 p.a. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
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BIDEFORD AND DISTRICT HOSPITAL. (51 Beds.) 
HOUSE OFFICER required. Flat available for married 
Officer. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
SENIOR HOUSE OFFICER (Orthopedic and Casualty Depart- 
ment). Post vacant 19th January, 1954. Recognised for the 
F.R.C.S. Provides excellent opportunity for gaining experience 
in a department under the control of a Consultant Orthopedic 
Surgeon. 

Applications, with references, should be sent to the Hospital 
Secretary. 

BRADFORD. ST. LUKE’S HOSPITAL. House Officer 
(aneesthetics), vacant Ist January, 1954. Salary £350-£450 p.a., 
less £100 p.a. residential emoluments. 

Applications, stating age, -qualifications, nationality and 

experience, with copy testimonials to Secretary, Bradford Royal 
Infirmary. 
BRECHIN, ANGUS. STRACATHRO HOSPITAL. 
(680 Beds.) Applications are invited for the pre-registration 
appointment of HOUSE SURGEON which will become vacant 
on Ist February, 1954. 

Applications, stating age and experience and accompanied 

by 2 testimonials or naming 2 referees, should be addressed to 
the Medical Superintendent within 10 days of the appearance 
of this advertisement. 
BRECHIN, ANGUS. STRACATHRO HOSPITAL. 
(680 Beds.) Applications are invited for the pre-registration 
appointment of ORTHOP-E DIC HOUSE SURGEON which 
will become vacant on Ist February, 1954. 

Applications, stating age and experience and accompanied 
by 2 testimonials or naming 2 referees, should be addressed to 
the Medical Superintendent within 10 days of the appearance 
of this advertisement. 

BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 

CASUALTY HOUSE SURGEON (1 of 3) including duties 
with Orthopedic and Traumatic Unit. Pre-registration and 
recognised for F.R.C.S. from 1954. Vacant now. 

HOUSE PHYSICIANS (Pre-registration), vacant early 
January. 

HOUSE SURGEONS (Pre-registration and recognised for 
F.R.C.S.), vacant end December and eariy February. 

HOUSE SURGEON (recognised for F.R.C.S.), vacant early 
December. 

Applications, stating age, qualifications and experience, with 

the names and addresses of 2 referees, to the Administrative 
Officer, Royal Sussex County Hospital, Brighton. 
BRIGHTON GENERAL HOSPITAL, Elm-grove, 
BRIGHTON, 7. SENIOR HOUSE OFFICER for General Surgical 
Unit (60 Beds) vacant 3lst January, 1954. Recognised for 
F.R.C.S. and offers considerable scope for operative surgery. 
Salary in accordance with national scale. 

Applications, stating age, qualifications and experience, and 
giving the names of 2 re ferees, to the Physician-Superinte nde nt. 
BRIGHTON GENERAL HOSPITAL, Elm-grove, 
BRIGHTON, 7. HOUSE SURGEON (recognised for F.R.C.S.) 
for the General Surgical Unit (60 Beds), vacant on 4th February 
1954. Salary in accordance with national scale. The post is 
recognised as a pre-registration appointment. 

Applications, stating age, qualifications, experience, and giving 
the names of 2 referees, to the Physician-Superintendent. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEON required in the Thoracic Surgery Department, which is 
the Regional Thoracic Surgery Centre (120 Beds) for the 
South West. 

Applications, with full particulars, should be addressed to the 
Group Secretary, Frenchay Hospital, Bristol, quoting ‘* Thoracic.” 
BRISTOL. FRENCHAY HOSPITAL. House Surgeon 
required to work in Plastic and Jaw Surgery Unit. 

Applications with full particulars, should be sent to the Group 

Secretary, Frenchay Hospital, Bristol. 
BROMSGROVE. ALL SAINTS’ HOSPITAL. (423 Beds.) 
HOUSE OBSTETRICIAN AND GYNASCOLOGIST required 
at the above Hospital, at present 31 maternity, 12 gyneco- 
logical beds. 

Applications, with the names of 3 referees, to Hospital 

Secretary. 
CHELMSFORD. ST. JOHN’S HOSPITAL. House 
SURGEON (pre-registration, first, second, or third post). 
The Hospital deals with a large number of routine and g mergency 
surgical cases. The post is recognised for the F.R.( 

Applications, stating age, nationality, ph an and 
experience, together with copies of recent testimonials, should 
be received as soon as possible by R. G. MorRISH, Secretary, 
Hospital Management Committee, Chelmsford Group, Chelmsford 
and Essex Hospital, London-road, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. Chelmsford 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT SENIOR HOUSE OFFICER 
(surgery) at above Hospital. The post is recognised for the 
F.R.C.S. and is now vacant. The successful candidate will 
gain wide experience in general surgery. 

Applications, stating age, nationality, present appointment 
and previous appointments, both with dates, together with the 
names and addresses of 2 referees, to be sent to 

R. G. MoRRISH, Group Secretary. 

Chelmsford and Essex Hospital, London-road, Chelmsford. 
CANTERBURY. KENT AND. CANTERBURY HOS- 
PITAL. (265 Beds.) GENERAL SURGICAL AND ORTHO- 
PEDIC HOUSE SURGEON. The above post, which is recog- 
nised for the F.R.C.S. Diploma, becomes vacant at the end of 
December. National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 











CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) GYNASCOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, which is a new unit of 25 
gynecological beds situated 3 miles from the above Hospital, 
with all ancillary services available. 6 months appointment. 
Post vacant early January, 1954. National Health Service 
salary and conditions. 

Applications, with copies of 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Resident 
ANASSTHETIC SENIOR HOUSE OFFICER for 1 year. 
Anesthetic experience essential. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary, by 12th 
December. 

CAMBRIDGE. hk aad HOSPITAL. Resident 
OBSTETRICAL OFFICER (second = or subsequent post) 
for 6 months from Ist tall 1954. 

Apply, stating age, nationality, qualifications and experience, 

with dates and copies of 3 testimonials, to Secretary, United 
Cambridge Hospitals, Addenbrooke’s Hospital, by 12th December. 
Interviews 22nd December. 
CAERPHILLY DISTRICT HOSPITAL. (Married quarters 
available.) SENIOR HOUSE OFFICER (surgery) and 2 
HOUSE SURGEONS (pre-registration if suitable candidates 
available) required at above Hospital—6 miles from Cardiff 
(144 Beds for acute general surgery, orthopedics, E.N.T., 
ophthalmology, and -gynzcology ; 26 Beds for’ general 
medicine) ; busy Outpatient, Casualty, and Pathology 
Departments. 

Apply, with full particulars, to Group Secretary, Hospital 
Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (surgery). 

Application forms can be obtained from the Secretary, 

United Cardiff Hospitals, Cardiff Royal Infirmary. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
THE WELSH REGIONAL HOSPITAL BOARD. Applications are 
invited for the appointment of a SENIOR REGISTRAR in the 
Department of Neurosurgery. The successful candidate will 
spend the first 2 years in the United Cardiff Hospitals and the 
second 2 years in a Regional Board Hospital. 

Application forms can be obtained from the Secretary, United 

Cardiff Hospitals, Cardiff Royal Infirmary. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
THE WELSH REGIONAL HOSPITAL BOARD. Applic —_— are invited 
for the appointment of SENIOR SURGICAL REGISTRAR. 
The successful candidate will spend the first 2 years in the United 
Cardiff Hospitals and the second 2 years in Regional Board 
oe 

Application forms can be obtained from ar Secretary, United 

Cardiff Hospitals, Cardiff Royal Infirmary, Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in the Department of Diagnostic Radiology. 
Candidates must hold a Diploma in Medical Radiology. 

Application forms can be obtained from the Secretary, United 

Cardiff Hospitals, Gardiff Royal Infirmary. 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN. Required, HOUSE SURGEON (resident) 
for 6 months, for general surgical duties and for duties in E.N.T. 
Department. Applicants must have completed 12 months 
Pre-registration Service. Salary according to national scale. 

Applications, stating age, qualifications and experience, 
with copies of 3 recent testimonials, should be sent to Secretary 
by 12th December, 1953. 

CHELTENHAM GENERAL, EVE AND CHILDREN’S 
HOSPITAL. CHILDREN’S DEPARTMENT. Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (House 
Officer grade), for the Children’s Department (50 Beds), vacant 
early February. The appointment, which is recognised for 
candidates entering for the D.C.H., offers scope for wide experi- 
ence in all Departments of Peediatrics, surgical cases, and 
attendance at Outpatient Departments at the General Hospital. 
Previous hospital experience in peediatrics is desirable. The 
appointment will be for a period of 6 months in the first instance. 

Applications, together with copies of 3 testimonials, should be 
addressed to S. T. Davis, Group Secretary. 

General Hospital, Cheltenham. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
Applications are invited for the appointment of HOUSE 
PHYSICIAN, vacant immediately. The post is resident and 
the salary scale £350-£450 according to experience, less £100 
residential emoluments. Terms and conditions of service in 
accordance with the National Health Service regulations. 

Applications, together with at least 2 testimonials, should 
be sent to STANLEY T. DAvis, Secretary. 

General Hospital, Cheltenham. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
CHELTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the position of HOUSE SURGEON. 
Salary at the rate of £350, £400, or £450 p.a., less £100 residential 
emoluments. 

Applications, stating age, qualifications, experience, and 
enclosing copy testimonials, should be sent to the Secretary, 
Group Management Committee, General Hospital, Cheltenham. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
(surgical—first, second, third or pre-registration post), ten able 
for 6 months. Salary in accordance with the terms of ser vice 
issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be for 
warded to the Group Secretary, Colchester Hospital Manage 
ment Committee, 14, Pope’s-lane, Colchester, Essex. 


47 








THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[Dec. 5, 1953 





COLCHESTER. ESSEX COUNTY HOSPITAL. 
SENIOR REGISTRAR in Radiology required. 
week. 

Applications, with copies of 3 testimonials, should be sent to 
the Group Secretary, Colchester Hospital Management Com- 


Locum 
Salary £22 a 


mittee, 14, Pope’s-lane, Colchester, Essex. e 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE SURGEON 


(first, second, third or pre-registration post ), tenable for 6 months. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. 
CROYDON. MAYDAY HOSPITAL. (618 Beds.) 
SURGEON (resident) for Fracture and Orthopzdic 
required immediately. 

Application forms obtainable from GEORGE 
Secretary, Hospital Management Committee, 
Croydon. 

DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER (pediatrics and _ infectious 

diseases) at the Joyce Green Hospital, Dartford. 
SENIOR HOUSE SURGEON (general surgery) at The West 
Hill Hospital, Dartford. 

HOUSE SURGEON (orthopedics) at the Southern Hospital, 
Dartford. 

HOUSE OFFICER (E.N.T. 
Southern Hospital, Dartford. 

*HOUSE SURGEON (general surgery) at The 
Hospital, Dartford. 

*Approved for pre-registration purposes. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 persons to whom reference may be 
made, to be sent for House Officers to the Medical Superintendent 
of the bospital, and for Senior House Officers to the Group 
Seeretarv. The Bow Arrow Hospital. Dartford. 


DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply, giving age and references, to the undersigned forth- 
with. G. W. BEcKwitTH, Group Secretary. _ 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is 1 of a surgical team of 2 Negistrars and 1 House 
Officer responsible for surgical _— and casualty. The post is 
recognised for the F.R.C.S. (Eng. Salary £670 p.a., deduction 
of £150 p.a. for full residential e he nts. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, stating age and experience, to 

i. W. BECKWITH, Group Secretary. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 


House 
Unit 


A. PAINES, Group 
General Hospital, 


and ophthalmology) at the 


West Hill 


GROUP. BIRMINGHAM REGION. Applications invited from 
registered practitioners for following appointments : 
he Guest Hospital, Dudley (154 Beds) 
SENIOR HOUSE OFFICER (resident), casualty. Post 


vacant 8th December. Salary 
respect of residential emoluments. 

HOUSE OFFICER (resident) 
appointment. Post vacant 

1OUSE OFFICER 
appointment. 

Salary at 
emoluments. 

Corbett Hospital, Stourbridge (106 Beds) 

SENIOR HOUSE OFFICER (resident), casualty. Post now 
vacant. Salary £670 p.a., less £150 p.a. in maperk of residential 
emoluments. 

SENIOR HOUSE 


£670 p.a., less £150 p.a. in 
surgical. 
January. 

(resident) Physician. 
Post vacant January. 
appropriate rate, less 


Pre-registration 
Pre-registration 


deduction for residential 


OFFICER (resident), surgical or HOUSE 
OFFICER (resident), surgical, pre-registration appointment. 
Post now vacant. Salary at appropriate rate less deduction 
for residential emoluments. 

Wordsley Hospital, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (Resident Angesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. In addition to general surgery, expe ri- 
ence is available in gynecology and there is a major Orthopeedic 
Unit. —- Plastic Surgery Unit at this Hospital. 

SENIOR HOUSE OFFICER (resident), surgical. 
vacant Ist December. Salary £670 p.a., less £150 p.a. 
of residential emoluments. 

SENIOR HOUSE OFFICER (resident), 
vacant Ist January. Salary £670 p.a., 
of residential emoluments. 

HOUSE OFFICER (resident), 
appointment. Post now vacant. Salary at appropriate rate, 
less deduction of £100 p.a. in respect of residential emoluments. 

Prestwood Sanatorium (200 Beds) 

SENIOR HOUSE OFFICER (resident). Post now vacant. 
Salary £670 p.a., less £150 p.a. for residential emoluments. 

Applications, stating age, experience, with copies of 3 recent 
testimonials, to Group Secretary, The Guest Hospital, Dudley 
Wores 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. (234 Beds.) SENIOR HOUSE OFFICER (surgical), 
vacant now. Excellent surgical experience. 

Apply Medical Superintendent. A 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER required end of December. 

Applications, with 2 names for reference, should be sent to 
the Secretary, No. 1 Hospital Management Committee, 
Babington-lane, Derby. 





Post 
in respect 





Post 
in respect 


Physician. 
less £150 p.a,. 


surgical, pre-registration 
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DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) SENIOR HOUSE OFFICER (pediatrics), vacant 
now. 

my 8 giving 2 names for reference, to the Secretary, Derby 


e Hospital Manageme nt Committee, Babington-lane, 
ny DERBYSHIRE ROYAL INFIRMARY. House 
PHYSICIAN (pre-registration) or SENIOR HOUSE OFFICER 
required 25th January, 1954. 

Applic ations, together with copies of 2 recent testimonials, 
should be sent to Secretary at the Infirmary. 


DOVER. BUCKLAND HOSPITAL. Applications are 
invited for the post which will become vacant about Ist January, 
1954, of HOUSE PHYSICIAN at the above Hospital. The 
salary will be £350, £400, or £450 a year according to experience. 
A deduction of £100 a year will be made for residential emolu- 
ments. 
Applications, stating age, qualifications, experience and the 
names and addresses of 2 responsible persons to whom reference 
may be made as to professional ability, should be addressed to the 
Group Secretary, ‘* Ash-Eton,” Radnor Park West, Folkestone. _ 


DOVER. ROYAL VICTORIA HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON at the above Hos- 
pital. The post is recognised by the Royal College of Surgeons. 
Salary £350, £400, or £450 a year according to experience. A 
deduction of £100 a year will be made for residential emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, to the Group Secretary, ‘* Ash-Eton,”’ 
Radnor Park West, Folkestone. 
DRIFFIELD, YORKS. NORTHFIELD SANATORIUM. 
SENIOR HOUSE PHYSICIAN required at above Sanatorium 
which has 78 Beds for adults ; providing general sanatorium 
treatment. Provision may be made available for thoracic 


Derby. 


surgery, pathological experience and M.M.R. Unit. Time for 
studying. Salary £670. 
Detailed applications to Secretary, Westwood Hospital, 


Beverley, E. Yorks. 
EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
HOUSE OFFICER (orthopedics) at Cumberland Infirmary, 
Carlisie (340 Beds), vacant now. 

Applications, should be forwarded immediately to the Secretary, 
East Cumberland Hospital Management Committee, Cumberland 
Infirmary, Carlisle. 
ECCLESHALL (near), STAFFS. STANDON HALL 
ORTHOPAEDIC HOSPITAL. (104 Beds.) STAFFORD HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (orthopedics), 
Male or Female, Post vacant. 

Applications, giving full particulars, together with copies of 3 
recent testimonials, to the Group Secretary, 13, Foregate- 
street, Stafford. 
EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT HOUSE SUR- 
GEON (general and genito-urinary surgery) for above Hospital. 
Post vacant 21st January, 1954. Salary £350-£450 p.a., according 
to experience. Deduction of £100 p.a. for board, lodging, &c. 
6 months appointment. 

Applications, stating age, 


qualifications, experience, 
enclosing copies of up to 3 


recent testimonials, to Medical 
Director of Hospital by 12th December, 1953. Candidates 
selected for interview will be notified by 19th December, 1953. 
EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT HOUSE PHYSI- 
CIAN for above Hospital. Post vacant 7th January, 1954. 
Salary £350-£450 p.a., according to experience. Deduction of 
£100 p.a. for board, lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 12th December, 1953. Candidates 
selected for interview will be notified by 19th December, 1953. 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Appointment of HOUSE PHYSICIAN (general medicine) at 
the above Hospital becoming vacant Ist January, 1954, recog- 
nised as a pre-registration post. Salary on national scale less 
deduction for board and lodging, &c. 

Applications to reach the Group Secretary, St. 
Hospital, Epping, Essex, by 11th December, 1953. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. SENIOR HOUSE OFFICER (casualty) required 
Ist February, 1954. Recognised for F.R.C.S. 12. months 
appointment. Busy Casualty and Outpatient Department with 
excellent experience in minor and traumatic surgery. 7 House 
Officers in residence. Candidates should have held previous 
House Officer posts. 

Applications, stating age, qualifications, experience, with 
copies of 3 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 


EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male and Female), for the posts of HOUSE SURGEONS, 
vacant 14th January and 20th January, 1954. The posts are 
open to pre-registration students, and are for a period of 6 months. 
Applications, with copies of 2 recent testimonials, to be 
forwarded to the Hospital Secretary 12th Dece mber, , 19% 53. 


FOLKESTONE. ROYAL VICTORIA HOSPITAL. ~ Appli- 
cations are invited for the appointment of SURGICAL HOUSE 
OFFICER at the above Hospital, which will be vacant on or 
about Ist January, 1954. Salary £350, £400, or £450 a year 
according to experience, less a deduction of £100 a year for 
residential emoluments. This post is recognised by the Royal 
College of Surgeons for the F.R.C.S. examination. 
Applications, stating age, qualifications, experience, 
names and addresses of 2 referees, 
* Ash-Eton,”’ Radnor Park West, 


and 


Margaret’s 











and the 
to the Group Secretary, 
Folkestone. 
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GLASGOW, S.W.1. SOUTHERN GENERAL HOSPITAL, 
SENIOR HOUSE OFFICER in Surgery. Applicants must be 
qualified at least 2 years. 

Apply immediately to Secretary, Board of Manage — for 
Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
S.W.1, naming 2 referees. 

GLASGOW, S8.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Dermatology. Applicants must 
be qualified at least 2 years. 

Apply immediately to Secretary, Board of Management for 

Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
58.W.1, naming 2 referees. 
GLASGOW, E.1. ROBROYSTON HOSPITAL. Maternity 
DEPARTMENT. 2 HOUSE OFFICERS (living-in) will be required 
for duty Ist February, 1954, for the ensuing 6 months in the 
Maternity &c., Department of the above Hospital. National 
conditions prevail. The department is recognised by the 
R.C.O.G., for training. 

Applications should be made to the Physician-Superintendent, 

as soon as possible, stating (despite the above stated date of 
commencement) when available. 
GLASGOW, E.1. ROBROYSTON HOSPITAL. Applica- 
tions are invited for 2 posts in the grade of JUNIOR HOs- 
PITAL MEDICAL OFFICER. The work is almost wholly 
connected with tuberculosis both pulmonary and non-pulmonary. 
Living quarters can be provided. Salary and conditions on 
national scale. 

Applications as soon as possible to Physician-Superintendent. 
GLASGOW, N. STOBHILL GENERAL HOSPITAL. 
2 HOUSE P HY SICIANS (resident), Male or Female. required 
lst February, 1954, for Psychiatric Unit: 180 Beds, 1000 
admissions vearly ; acute treatable cases. 

Apply now to Medical Superintendent. 

GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, GREAT YARMOUTH. 2 HOUSE SURGEONS (Male or 
Female) required. The Hospital is staffed by a Consultant 
General Surgeon, and a Consultant E.N.T. Surgeon, and is 
regularly visited by Consultant staff from the Norfolk and 
Norwich Hospital. Salary £350, £400, or £450, according to 
experience, less £100 for residential emoluments. 

Applications, stating age, qualifications and experience, with 
names of 2 referees, to Hospital Secretary. 

GREAT BARROW, CHESTER. BARROWMORE HOS- 
PITAL. (205 Beds.) Applications are invited from suitably 
qualified medical arn mec for the appointment of JU NIOR 
HOSPITAL MEDIC: IFFICER (Male). Salary being £700 

£50-£1000 p.a., a E130 p.a. for residence The Hospital 
is modern in all respects and contains Regional Thoracic Surgical 
Unit. Applications from ex-patients considered. 

Apply, sending 2 references, or names of referees, to Secretary. 
GRIFFITHSTOWN, MON. COUNTY HOSPITAL. (251 
jeds. Recognised F.R.C.S.) SENIOR HOUSE OFFICER in 
General Surgery required Ist January. Post recognised F.R.C.S 


for 6 months and tenable 6 or 12 months as desired. Salary 
£670 a year, less £130 board-residence if resident. 

Write as soon as possible, quoting 2 referees, to 

64, Cardiff-road, Newport, Mon. T. A. JONES. 


GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (gynecological), 
Male or Female, for duties at the above-named Hospital and 
Seartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 
HAREFIELD HOSPITAL REGIONAL THORACIC 
SURGICAL UNIT, HAREFIELD, MIDDLESEX. NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of REGISTRAR to the Harefield Thoracic Surgical 
Unit which serves the North West Metropolitan Region. In 
the Hospital there are 90 Beds for non-tuberculous chest condi- 
tions and 446 Beds for tuberculosis. The appointment thus 
affords a wide experience in all branches of thoracic surgery. 
Candidates must have had previous surgical experience and 
preference will be given to candidates with a higher surgical 
qualification. The appointment will be held in the fiest instance 
for 1 year. 

Application forms obtainable from and returnable to the 

Secretary, Harefield and Northwood Group Hospital Manag 
ment Committee, Mount Vernon Hospital, Northwood, Middlesex, 
by 15th December, 1953. 
HAROLD WOOD HOSPITAL, Harold Wood, Essex 
(near London). (421 Beds.) SENIOR HOUSE OFFICER 
(anvsthetics), resident. Main General and Casualty Hospital in 
the Group. Salary £670 p.a., less £130 p.a. board and lodging. 

Apply, stating age, nationality, qualifications, experienc, and 

names of 2 referees, to the Group Secretary, High Wood Hospital, 
Brentwood, Essex (tel. : Brentwood 2563), from whom full 
details may be obtained. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Orthopedic Surgery required 
at the above acute General Hospital. Duties include work in 
the Casualty Department. Post, recognised for F.R.C.S., vacant 
December. Salary £670 p.a. with deduction of £130 p.a. for 
residence, &c. 

Applications to Group Secretary, Royal Halifax Infirmary, 

Halifax. 
HALIFAX. ST.JOHN’S HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
at the above Hospital which has 382 Beds for geriatric cases 
and chronic sick patients. Good facilities for modern methods of 
treating geriatric cases. Pathological Laboratory, Physiotherapy 
and Occupational Therapy Departments at Hospital. Provision 
of married quarters can be considered. Salary £670 p.a., subject 
to charges for board-residence. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 





HALIFAX GROUP HOSPITALS. Locum Registrar in 
Orthopedic Surgery required for 3 months commencing Ist 
January, 1954. 

Applications, with full particulars, and the names of 2 referees, 
to the Secretary, Joint Registrars Committee, Park-parade, 
Harrogate, as soon as possible. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) Junior 
HOSPITAL MEDICAL OFFICER in Anveesthetics required. 
Post now vacant. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. ; 
HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. HOUSE OFFICER (pediatrics), second or subsequent 
post. The appointment, which is recognised for the D.C.H., falls 
vacant on 26th December, 1953. 

Applications, accompanied by copies of 2 recent testimonials, 
should be sent to tne Administrator at once. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hos- 
pital situated 21 miles from London.) CASUALTY OFFICER 
(Male or Female), third post held, with attachment to Peredia- 
trician and Ophthalmic Consultant. Salary £450 p.a., less 
£100 p.a. residential emoluments. Appointment to commence 
immediately. 

Apply, with full details and references, to Secretary, Hertford 
County Hospital, Hertford, Herts. 
HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
CASUALTY OFFICER -(resident), required at above Hospital. 
Whole-time duties under Medical Director will include dealing 
with casualties, admissions to hospital and such other duties as 
may be required. Post recognised for F.R.C.S. and vacant end 
December. Salary on Junior Hospital Medical Officer scale. 

Applications, stating age, nationality, qualifications, experi 
ence, and enclosing copies of not more than 3 recent testimonials, 
to Medical Director by 14th December. 


HAMPTON COURT, MIDDLESEX. BEARSTED MEM- 
ORIAL HOSPITAL (JEWISH MATERNITY HOSPITAL). RESIDENT 
OBSTETRIC HOUSE OFFICER (third post) required at 
above Hospital, commencing early January, 1954. Obstetric 
experience an advantage but not essential. Post recognised 
for the D.Obst.R.C.O.G, 

Application forms from the Secretary, Tottenham Group 
Hospital Management Committee, The Green, N.15, which 
should be returned at once. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) Applica- 
tions are invited Tor the post of RESIDENT HOUSE OFFICER 
(surgical). Salary £350, £400, or £450 p.a., plus grant of £50 p.a. 

according toe xperience, le ss £100 p.a. for re sidential emoluments. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum OPHTHALMIC REGISTRAR required immediately. 
Salary £16 per week. 

Apply Group Secretary, 11, Holmesdale-gardens, Hastings 
(Phone : 5400). 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) SENIOR HOUSE OFFICER (casualty and ortho- 
predic), post vacant now. National scale of salary. 

Apply to Hospita] Administrator. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) HOUSE SURGEON required. Resident, Male or 
Female. Post vacant 16th December. National scale of salary. 

Apply to Hospital Administrator. 

HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIPDLESEX (General Acute—81 Beds) invite applications for 
appointment of RESIDENT HOUSE SURGEON; duties 
mainly Casualty Department, 6 months appointme nt. National 
Health Service salary and conditions of service. 

Applications, stating qualifications, age, &c., with copies of 

up to 3 recent testimonials or names for reference, to the 
Hospital Secretary. 
HOVE GENERAL HOSPITAL, Sackville-road, Hove, 3. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post vacant immediately. Salary and conditions 
of service in accordance with national scale (£350-—¢450, less 
£100 p.a. for residential emoluments). 

Applications, stating age, qualifications, experience, and 

naming 2 referees, to the Administrative Officer. 
HOVE GENERAL HOSPITAL, Sussex. House Physician 
(pre-registration), vacant early in January. Excellent clinical 
material available. Post is suitable for candidates working for 
higher degree. Salary £350-£450, less £100 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, full details of experi- 

ence, together with names and addresses of 2 referees, to the 
Administrative Officer. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SURGICAL REGISTRAR. Post recognised for F.R.C.S. and 
offers good experience in all aspects of general surgery. Appoint- 
ment for 1 year, renewable for second year. 

Detailed applications, including age, and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
14th December, 1953. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 
Secretary at the Hospital. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the E.N.T. and Ophthalmic Departments. Post 
recognised for D.L.O. examination. 

Applications, stating age, nationality, experience and copies of 
recent testimonials, to the Hospital Secretary. 
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ISLEWORTH. WEST MIDDLESEX HOSPITAL. South LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE LOWESTOFT. (99 Beds.) SENIOR HOUSE PHYSICIAN. 
OFFICER (first, second, or third post) required for Surgical Applications are invited for the above appointment, salary 
Unit 


App lications, stating age, nat ionality, qualifications, and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
15th December, 1953 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds. ) HOUSE PHYSICIAN and HOUSE 
SURGEON required above Hospital. Posts fal! vacant 
late December. 
Applications, 
Secretary. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
UPON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following posts : 
(1) HOUSE OFFICER (gynecology) resident, vacant Ist 
January, 1954. Salary £450 p.a. The post is recognised for the 
M.R.C.O.G, in Gynecology. 
(2) PRE-REGISTRATION Posts. 
(i) General Surgery (2 posts). 
(ii) General Medicine (1 post). 


at 


with the names of 3 referees, to the Hospital 


(iii) Obstetrics (1 post). 

All pre-registration posts are resident and become vacant 
Ist February, 1954. 

Applications, stating age, qualifications and experience, 


together with copies of 2 recent testimonials, or names of referees, 
should reach the Physician-Superintendent of the Hospital within 
1 week of appearance of this advertisement. 


LUTON MATERNITY HOSPITAL, Luton, Beds. Appli- 
cations are invited for the. post of OBSTETRIC HOUSE 
SURGEON, vacant Ist January, 1954. The post, which 
is for 6 months in the first instance, is recognised for the 
D.Obst.R.C.0.G. 

Applications, stating age, nationality, qualifications and 


experience, together with copies of 3 recent testimonials, should 
be sent by 19th December to the Secretary, Luton and Hitchin 
Group Hospital Management Committee, St. Mary’s Hospital, 
Luton, Beds. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Beds. 
Applications are invited for the post of ORTHOPA.DIC HOUSE 
SURGEON, including duties with the Accident Service, vacant 
12th January, 1954. Recognised as pre-registration post and for 
F.R.C.S. The appointment will be for 6 months in the first 
instance. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary, by 19th December, 1953. 
LUTON AND DUNSTABLE HOSPITAL, Luton, 
Applications are invited for the post of GYNASCOLOGICAL 
HOUSE SURGEON, vacant Ist January, 1954. Recognised 
as pre-registration post and includes some obstetrical duties. 
The appointment will be for 6 months in the first instance. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 rec ent testimonials, should 
be sent to the Secretary by 19th December. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Beds. 
Applications are invited for the appointment of HOUSE 
SURGEON for Accident Service, including duties in the Hand 
Infection Unit, vacant Ist January, 1954. Recognised as pre- 
registration post and for F.R.C.S. The appointment will be for 
6 months in the first instance. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary by 19th December. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Beds. 
Applications are invited for 2 posts of HOUSE SURGEONS, 
vacant Ist January, 1954. Recognised as pre-registration posts 
and for F.R.C.S. The appointments will be for 6 months in the 
first instance. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary by 19th December, 1953. 
LUTON, BEDS. ST. MARY'S HOSPITAL. Applications 
are invited for the post of HOUSE PHYSICIAN at St. Mary’s 
Hospital, Luton (Chronic Sick Annexe of the Luton and Dun- 
stable Hospital—129 Beds), now vacant. The post includes 
certain duties at the Luton and Dunstable Hospital. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary, Luton and Hitchin Hospital Manage- 
ment Committee, St. Mary’s Hospital, Luton, Beds. 
LINCOLN COUNTY HOSPITAL. (200 Beds. 
nised as a training hospital for the D. 
HOSPITAL BOARD. Whole-time 
(aneesthetics) required. 


Beds. 


Recog- 
\.) SHEFFIELD REGIONAL 
RESIDENT REGISTRAR 


Appointment for 1 year in the first 

instance, 
Apply to Secretary, Sheffield Regional Hospital Board, 
Old) Fulwood-road, Sheffield, by 14th December, giving age, 


nationality, qualifications, 
with dates, naming 
LLANDAFF, CARDIFF. ROOKWOOD HOSPITAL. 
A vacancy for a SENIOR HOUSE OFFICER (surgical) will 
arise shortly. Salary £670 a year (from which a deduction will be 
made if resident). 
Application forms will be 
Management Branch, 
Lancs. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT. (99 Beds.) Applications are invited for the appoint- 
ment of SE NIOR HOUSE SURGEON. Salary ‘£670 p.a.. less 
£150 for residential emoluments. The Hospital is staffed by 
Canaan General Surgeons and visiting Consultants in all 
specialties from the Norfolk and Norwich Hospitai. 
Applications stating age, qualifications, and experience, with 
names of 2 referees, to Hospital Secretary immediately. 


present and 


pre vious 
3 referees. 


appointments 


provided on request 


to Hospital 
Ministry of Health, Norcross, 


Blac kpool, 
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£670 p.a., less £150 for residential emoluments. 
Applications, stating age, qualifications and 
with names for reference, to Hospital Secretary. 


LEEDS REGIONAL HOSPITAL BOARD AREA. Medical 

act, 1950. RESIDENT HOUSE OFFICER puosts. Recognised 

pre-registration House posts will be available for the 6 months 

commencing ist February, 1954, in the following hospitals 

approved under the Medical Act, 1950. Preference will be given 

to pre-registration candidates, but applications will also be 

accepted from practitioners registered before Ist January, 1953. 
Scarborough Hospital (191 Beds) 

Medical (general medical, dermatology and peediatric). 

City Hospital, York (178 Beds) 

General Surgical. 

Surgical (general surgery and gynecology). 

Hull Royal Infirmary (149 Beds) 


experience, 


— tet 


1 Medical. 
1 General Surgical. 
1 Surgical (orthopedic surgery). 
Hull Royal Infirmary (Sutton) (102 Beds) 
1 Medical. 
1 General Surgical. 
Western General Hospital, Hull (543 Beds) 
1 Medical. 
1 Surgical (general surgery, gyneecology and radiotherapy ). 
Kingston General Hospital, Hull (398 Beds) 
1 Medical. 
1 General Surgical. 
Victoria Hospital for Children, Hull (143 Beds) 
1 Medical. 
1 Surgical (general surgery and orthopedic). 


Westwood Hospital, 

Medical. 

General Surgical. 

East Riding Hospital, Driffield (249 Beds) 

Medical (general medical and pediatric). 

Surgical (general surgery, gynecology and E.N.T.). 

Pontefract General Infirmary (89 Beds) 

Medical (general medical and peediatric). 

General Surgical. 

Clayton Hospital, Wakefield (200 Beds) 

Medical (general medical and dermatology). 

Surgical (general surgery and E.N.T.) 

Surgical (orthopedics ). 

General Hospital, Wakefield (158 Leds) 

Midwifery. 

Medical (general medical and pediatric). 

Pinderfields Hospital, Wakefield (663 Beds) 

General Surgical. 

Surgical (orthopeedic surgery ). 

General Hospital, Dewsbury (119 Beds) 

Medical (mainly general medical, pediatric, 
tology ). 

Mixed Surgical (general surgery and gynecology). 

General Hospital, Batley (99 Beds) 

Surgical (general surgery and E.N.T.). 

Staincliffe General, Dewsbury (314 Beds) 

Medical (general medical and dermatology ). 

Surgical (general surgery, orthopeedic and E.N.T.) 

Huddersfield Royai Infirmary (304 Beds) 

Medical (general medical and peediatric ). 

Princess Royal Maternity, Huddersfield (59 Beds) 

Midwifery. 

Royal Halifax Infirmary (301 Beds) 

Midwifery. 

Medical. 

Halifax General Hospital (425 Beds) 

Medical. 

Medical (peediatric). 

General Surgical. 

Bradford Royal Infirmary (507 

Medical. 

General Surgical. 

Surgical (orthopedic 

St. Luke’s Hospital, 


Beverley (202 Beds) 
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and derma- 
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Beds) 
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and casualty ). 
Bradford (828 Beds) 


2 Medical. 

1 Medical (general medical and dermatology). 
1 Medical (pediatric). 

1 General Surgical. 

1 Surgical (orthopedic and casualty). 

1 Surgical (general surgery and plastic). 


Bradford Children’s Hospital (101 Beds) 
Surgical (general surgery, orthopedic and urology ). 
Keighley Victoria Hospital (144 Beds) 
Medical (general medical, pediatric and ~ eee iY ). 
Surgical (general surgery, orthopredic and E.N.T. 
General Hospital, Otley (170 Beds) 
Surgical (general surgery and orthopedic). 
St. James's Hospital, Leeds (1539 Beds) 
Medical (geriatrics). 
Seacroft Hospital, 
Medical (pediatrics). 
Harrogate General Hospital (249 Beds) 
Medical. 
2 General Surgical. 
Candidates should express, where applicable, their preference 
for medical, surgical or midwifery posts within the same hospital 
on the application form. 
Candidates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 
Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 
parade, Harrogate, or from the Dean, The School of Medicine, 
Thoresby-place, Leeds, 2, and should be returned to either of the 
above-named as soon as possible. Application may be made in 
advance of results of final examination. 
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Leeds (60 paediatric beds) 
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LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of General Medicine, General 
Surgery and Psychiatry. 

Suitably experienced practitioners interested in such appoint- 
ments are invited to communicate with the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate. 

LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts : 
Anesthetics 

Hull A Group with additional duties in the Hull B and East 
Riding Groups (resident/non-resident ). 
Chest Diseases 

The Hospital, Middleton-in-Wharfedale (350 T.B. beds) 
(residential accommodation available for single applicant). 
General Medicine 

East Riding Group (80 general medical beds) and Hull A 
Group (230 general medical beds) (non-resident). Duties 6/11ths 
East Riding and 5/llths Hull. Holder to reside in Beverley. 
General Surgery 

(a) Leeds A Group (140 general surgical beds) (resident at 
St. James’s Hospital), vacant not later than Ist February, 1954. 

(b) Dewsbury, Batley and Mirfield Group (135 general surgical 
beds) (resident at Dewsbury General Hospital). 

(c) Halifax General Hospital (75 general surgical beds) 
(resident). 

(ad) Keighley and District Victoria Hospital (55 general 
surgical beds) (preferably resident). 

General and Plastic Surgery 

St. Luke’s Hospital, Bradford (150 general surgical beds). 
Half the duties will be in the Plastic Unit (20 Beds) (preferably 
resident). 

Infectious Diseases 

Leeds Road Hospital, Bradford (120 I.D. beds) (resident). 
Orthopaedic Surgery 

(a) The General Hospital, Batley (36 orthopedic beds), and 
other hospitals in the Dewsbury, Batley and Mirfield Group 
(resident ). 

(bo) Hull A Group (50 orthopedic beds), Hull B Group and 
East Riding Group (50 orthopedic beds) (non-resident). 
Includes some duties in the Casualty Department at the Hull 
Royal Infirmary. 

Pediatrics 

Bradford A and B Groups (resident). Duties mainly at the 
ja Hospital (100 Beds). 
Psychiat 

(a) *Storthes Hall Hospital, Kirkburton, near Huddersfield 
(2680 Beds), and associated clinics (self-contained unfurnished 
flat available). 

(b) *Clifton Hospital, York (1075 Beds) (residential accom- 
modation available for a single person). 

*Facilities for attendance at Leeds University will be provided 
if the successful candidates are studying for the D.P. 

Applications, stating age, qualifications and details of present 

and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not 
later than 109th December, 1953. 
LEEDS, 12. ST. MARY'S HOSPITAL. (109 maternity 
beds.) LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male and Female) for the appointment of DEPUTY RESI- 
DENT OBSTETRIC OFFICER (Senior House Officer). The 
appointment will be for a period of 1 year and is recognised 
by the Royal College of Obstetricians and Gynecologists for 
membership. The salary will be in accordance with the agreed 
terms and conditions of service of hospital medical and dental 
staffs—namely, £670 p.a., with an appropriate deduction in 
respect of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (ortho- 
peedics). The appointment will be for a period of 1 year and the 
salary will be in accordance with the agreed terms and condi- 
tions of service of hospital medical and dental staffs—namely, 
£670 p.a. with an appropriate deduction in respect of board, 
lodging and other services provided. 

Applications, stating age, qualifications, experience, ke, 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon = possible. 

FOLKARD, Secretary to the Committee. 

Administrative ane St. James’s Hospital, Leeds, 9. 
LEEDS. UNITED LEEDS HOSPITALS. Applications are 
invited for the post of RESIDENT OPHTHALMIC OFFICER 
at the General Infirmary at Leeds. The post is of Registrar 
status and will be for 1 year in the first instance. — 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 3 referees, to be forwarded not 
later than 9th December, 1953, to the Sub-Dean, School of 
Medicine. Leeds, 2 : Le 
LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of RESIDENT MEDICAL OFFICER 
at the Ida and Robert Arthington Hospital which is a pre- 
convalescent unit of 114 general beds attached to the General 
Infirmary at Leeds. The post is of Senior House Officer status 
and will be for 6 months or 1 year in the first instance. ’ 

Applications, stating age, qualifications, and previous experi- 
ence, together with the names of 3 referees, to be forwarded to 
the undersigned not later than 14th December, 1953. 

S. CLAYTON FRYE ~ Secretary to the Board. 

The General Infirmary, Leeds, 1. 





LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions are invited for the post of RESIDENT AURAL OFFICER 
at the General Infirmary at Leeds. The post is of Senior House 
Officer status and will be for 1 year in the first instance. The 
appointment offers opportunity of obtaining valuable experience 
in this specialty. 

Applications, stating age, sex, qualifications and previous 
posts with dates, together with the names of 3 referees, to be 
forwarded to the undersigned as soon as possible. 

8. CLAYTON FRYERS, Secretary to the Board. 

General Infirmary, Leeds, 1 
LEEDS A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE 
OFFICER (anesthetics) for duties mainly at St. James’s 
Hospital. The appointment will be for a period of 1 year, and 
the salary will be in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs— 
namely, £670 p.a., with an appropriate deduction in respect 
of board, lodging and other services provided. 

Applications, stating age, qualifications, experience, &e. 
together with the names of 2 referees, to be forwarded ‘to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 
LIVERPOOL, 20. BOOTLE HOSPITAL. House 
PHYSICIAN required, for engagement to end of February, 
1954, following which a further 6 months engagement will 
be considered. The post is open to provisionally registered 
practitioners. 

Applications to Secretary, Walton Hospital, Liverpool, 9. 


LIVERPOOL. WALTON HOSPITAL. (1321 Beds.) 
SENIOR HOUSE OFFICER (chest diseases), vacant now. 
SENIOR egg OFFICER § (orthopedics), vacant Ist 

January, 195 

SENIOR HOU Sic OFFICER (pathology), vacant now. 

HOUSE SURGEON (general surgery), vacant now. 

HOUSE SURGEON (gynecology), vacant Ist January, 1954. 

HOUSE SURGEON (orthopedics), vacant now. 

The posts in the House Officer grade are recognised for Pre 

registration Service, and in the first instance will be tenable to 

28th February, 1954, after which they may be extended for a 

further 6 months. 

Applications, stating age, date of qualification, and experi- 

ence, together with copies of 2 recent testimonials, should be 
addressed to the Physician-Superintendent, Walton Hospital, 
Liverpool, 9. 
LENNOXTOWN, STIRLINGSHIRE. LENNOX CASTLE 
INSTITUTION. JUNIOR HOSPITAL MEDICAL OFFICER 
and SENIOR HOUSE OFFICER. Applications are invited 
for the above posts in Mental Deficiency at above Institution 
due to increase in patient establishment. Salaries in accordance 
with recognised scales and subject to National Health Service 
superannuation regulations. 

Applications, stating age, experience, qualifications, and 
present appointment, together with names and addresses of 3 
referees, to be submitted, in triplicate, not later than 21st Decem- 
ber, 1953, to Secretary, Board of Manage ment, Lennox Castle 
and Associated Institutions, 113, Douglas-street, Glasgow, C.2. 


MANCHESTER.” WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—426 Beds.) 

1 SENIOR HOUSE OFFICER (general medicine), vacant 
31st December, 1953. 

1 SENIOR HOUSE OFFICER (anesthetics), Hospital 
recognised for training for Diploma in Anesthetics, vacant 
5th January, 1954. 

3 HOUSE OFFICERS (general surgery), Pre-registration. 
Posts recognised for F.R.C.S. examination. 2 posts vacant 
12th January, 1954 ; 1 post vacant 3lst January, 1954. 

1 HOUSE — ER (E.N.T.), Pre-registration, vacant 
13th January, 195 

Forms from ii 
MANCHESTER (near), ALTRINCHAM. ST. ANNE’S 
HOSPITAL, near MANCHESTER. (53 Beds. HRecognised for D.L.O 
examinations. Staffed by Manchester Consultants.) NORTH 
AND MID-CHESHIRE HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (E.N.T.), to commence in December, 1953. 
This is a busy hospital, and offers excellent scope for a suitable 
officer. Salary and conditions of service as laid down by the 
Ministry of Health. 

Applications to the Group Secretary, North and Mid-Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, Cheshire. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Department of Diagnostic Radiology, 
to commence as soon as possible. Whole-time non-resident 
appointment for 12 months, renewable. Applicants must possess 
the D.M.R.D. or its equivalent. Arrangements may eventually 
be made for the successful candidate to transfer to 1 of the 
Manchester Regional Hospitals to continue training. 
Applications to be made on forms obtainable from the unde r- 
signed and to be returned not later than 12th December, 1953. 
. CABLE, Secretary to the Board of Governors 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
SURGICAL HOUSE OFFICER, to commence on Ist March, 
1954. Whole-time non-resident surgica) training post. Duties 
are allotted in the Orthopedic Department, Surgical Outpatient 
Department and General Surgical Units in rotation. Appoint 
ment for 6 months, renewable for a second 6 months, at a salary 
of £670 p.a. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 19th December, 1953. 

G. H. TAYLOR, Secretary. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to a General Surgical Unit to commence on Ist 
May, 1954. Whole-time appointment for 12 months, renewable. 
Applicants must possess a higher qualification. Arrangements 
may eventually be made for the successful candidate to transfer 
to 1 of the Manchester Regional Hospitals to continue training. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 19th December, 1953. 

F. J. CABLE, Secretary to the Board of Governors. 
MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. CRUMPSALL HOSPITAL, MANCHESTER, 8. 
(General Hospital—1225 Beds.) Applications are invited for the 
resident appointment of SENIOR HOUSE OFFICER in the 
Genito-urinary Department with some general surgical work in 
another unit. The post is recognised for the F.R.C.s. 

Applications, stating age, nationality, qualifications and 
dates, present and previous appointments with dates, and the 
names and addresses of 2 referees, to be sent to the undersigned 
within 10 days of the appearance of this advertisement. 

4. T. SAMPSON, Group Secretary. 

Crumpsall Hospital, Manchester, 8. 

MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of GROUP REGISTRAR (E.N.T.) for duties at 
hospitals within the Group, but chiefly at Ancoats Hospital. 
The post is recognised for the D.L.O. 

Applications, stating age, nationality, qualifications and 
dates, particulars of previous appointments with dates, along 
with names and addresses of 2 referees, to be sent to the under- 
signed within 10 days of the appearance of this advertisement. 

A. T. SAMPSON, Group Secretary. 

Crumpsal! Hospital, Manchester, 8. 

MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the appointment of RESIDENT REGIS- 
TRAR in Dental Surgery. Post recognised for the F.D.S. R.C.S. 
(Eng.). The main centre is at Bolton but the successful candidate 
must have means of transport to undertake further duties in the 
Bury, Rochdale, Blackburn, and Burnley areas. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately to 
the undersigned at the Royal Infirmary, Bolton. 

H. P. TRAvVis, Group Secretary, 

Bolton and District Hospital Management Committee. 
MANCHESTER REGIONAL HOSPITAL BOARD. Regis- 
TRAR in Anesthetics to the Bolton and District Group 
of hospitals, with main duties at Bolton Royal Infirmary and 
Bolton District General Hospital. Recognised for the D.A. and 
F.F.A. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately 
to the undersigned at the Royal Infirmary, Bolton. 

H. P. TRAVIS, Group Secretary, 

Bolton and District Hospital Management Committee. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the post of REGISTRAR in Ortho- 
peedics which is joint between the Rochdale and District and 
Bury and Rossendale Hospital Management Committees. 
Recognised under the F.R.C.S. regulations. 

Applications to the Group Secretary, Birch Hill 
Rochdale. 7 -” 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in the 
Board’s Non-tuberculous Thoracic Surgery Unit of 48 Beds at 
Park Hospital, Davyhulme. 1 year appointment, renewable. 
Post now vacant. 

Application forms from Secretary, West Manchester Hospital 
Management Committee, Park Hospital, Davyhulme, Urmston. 
MANCHESTER, 19. THE DUCHESS OF YORK HOS- 
PITAL FOR BABIES. MANCHESTER BABIES’ AND CHILDREN’S 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
PHYSICIAN (Male or Female) for 6 months from Ist December. 
The Hospital is associated with Manchester University for 
teaching purposes. 

Applications, with copies of 3 testimonials, to be sent to the 
Administrative Officer of the Hospital as soon as possible. 
MANCHESTER, 9. BOOTH HALL CHILDREN’S HOS- 
PITAL. SURGICAL SENIOR HOUSE SURGEON (pediatrics). 
Applications are invited for this post which is vacant now, 
Main duties in recently opened Burns Unit, but person appointed 
will take part in general surgical rota. 

Send usual details and 2 references to the Medical Superin- 
tendent at the above address. 

MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appoint- 
ment of SENIOR HOUSE SURGEON in the E.N.T. Depart- 
ment of the above Hospital. There are 55 E.N.T. Beds and 
6 specialist operating sessions each week. Valuable experience 
is available and the post is recognised for the purposes of the 


R.C.S. 


Hospital, 


F.R.C.S. and the D.L:.O. Salary will be £670 a year, less £150 
a year for residential emoluments. 

Applications immediately to the Administrative Office, 

Kent County Ophthalmic and Aural Hospital, Maidstone, 
Kent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the following pre-registration 
posts : 


(a) HOUSE SURGEON. 
(b) HOUSE PHYSICIAN. 


6 months appointment. Posts vacant January, 1954. Salary 


at the rate of £350, £400, or £450 according to experience. A 
deduction at the rate of £100 a year is made in respect of board 
and lodging and other services provided. 

Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 
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MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 


Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £6706 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital 
as soon as possible. 


MAIDSTONE (near). LENHAM SANATORIUM. Mid- 
KENT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from practitioners, with at least 2 years experience 
since registration, for the appointment of RESIDENT ASsIs- 
TANT PHYSICIAN at Lenham Sanatorium, near Maidstone. 
Previous experience in tuberculosis not essential. The Sana- 
torium which is within 14 hours travelling distance of London 
has 172 Beds and is visited by Thoracic Surgeons. Salary 
according to experience within the scale £700—-£50-£1000 a year, 
with a deduction of £150 for residential emoluments. Appoint- 
ment for 12 months in the first instance. 

Applications, with the names and addresses of 2 referees, to 
the Physician-Superintendent, Lenham Sanatorium, near 
Maidstone (Telephone Lenham 314). 


MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RESIDENT 
ANASTHETIST for joint duties at the Kent County Ophthalmic 
and Aural Hospital, and the West Kent General Hospital, 
Maidstone (total beds 248). The post, which is of Senior House 
Officer grade, will be vacant on Ist January, 1954, and carries a 
salary of £670 a year, less £150 for residential emoluments. 
Excellent experience under Consultant Anzsthetists is available, 
and the post is recognised for the F.F.A. R.C.S. examination. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 suitable referees, should 
be forwarded to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone. 


MACCLESFIELD HOSPITAL. Macclesfield and District 
HOSPITAL MANAGEMENT COMMITTEE. Vacancy, SENIOR HOUSE 
OFFICER in Medicine. Department has 56 acute beds together 
with some chronic sick ; excellent opportunities available for 
gaining valuable experience. 

Apply immediately with full particulars and copies of recent 
testimonials to Group Secretary, ** Willerby House,’’ Cumberland- 
street, Macclesfield. 

MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Applications invited for post of HOUSE PHYSICIAN, 
vacant early January. National salary. 

Applications, stating age, qualifications and experience, with 

names of referees, to Hospital Secretary. 
MANSFIELD AND DISTRICT HOSPITAL. (206 Beds. 
tecognised training hospital for D.A. and F.F.A.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIs- 
TRAR (anesthetics) required. Appointment for 1 year in the 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 14th December, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MANSFIELD HOSPITAL MANAGEMENT COMMIT- 
TEE. Locum CASUALTY OFFICER required (Senior House 
Officer grade), £13 per week less a deduction for residential 
emoluments, for the period 27th December, 1953-27th January, 
1954. 

Applications, giving full particulars, to be forwarded to the 
Group Secretary, Mansfield Hospital Management Committee, 
Crow Hill-drive, Mansfield. 

MANSFIELD. RANSOM SANATORIUM. 
NO. 5 HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER. 
The Sanatorium contains 185 Beds for the treatment of pul- 
monary tuberculosis in men, women, and children, including a 
modern Thoracic Surgery Unit. Salary £670 p.a., less £150 for 
full residential emoluments, which include a comfortable flat. 

Applications, stating age, qualifications, and experience. and 
enclosing copies of 2 recent testimonials, to be sent to the Group 
Secretary, Ransom Sanatorium, Rainworth, near Mansfield. 
MARKET DRAYTON 
JOINT SANATORIUM. (305 
MANAGEMENT COMMITTEE. 


Nottingham 


(near), SALOP. CHESHIRE 
Beds.) STOKE-ON-TRENT HOSPITAL 
RESIDENT MEDICAL OFFICER 
(Junior Hospital Medical Officer or Senior House Officer, 
according to experience). Post offers exceptional experience in 
the treatment of pulmonary tuberculosis. 

Applications to the Medical Superintendent at the Sanatorium. 
NORTHAMPTON. ST. ANDREW’S HOSPITAL. Appli- 
cations are invited from registered medical practitioners for the 
appointment of SENIOR REGISTRAR. Previous experience in 
psychiatry and possession of the D.P.M. are essential. The 
successful candidate will work in the hospital and outpatient 
clinics. Salary £850-£1150 together with full residential emolu- 
ments valued for superannuation purposes at £150 p.a. 
married unfurnished house, light, coal, laundry, and garden 
produce. The Hospital operates outside the National Health 
service but reciprocity has been granted between the National 
Health Service Superannuation Scheme and the Hospital Super- 
annuation Scheme, so that years of service are transferable in 
either direction. 

Application, stating age, qualifications, experience, c., 

together with copies of 3 recent testimonials, to be addressed_to 
the Medical Superintendent. 
NOTTINGHAM. HIGHBURY HOSPITAL. 
PHYSICIAN required (non-resident). The successful candidate 
will in addition to medical duties have an opportunity of 
assisting in the Obstetric Unit. Terms and conditions of service 
as laid down by the Ministry of Health. 

Apply in writing. stating age, qualifications, and experience, 
together with copies of testimonials, to the undersigned as soon 
as possible. LENRY M. STANLEY, Group Secretary. 
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NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE PHYSICIAN required (Male or Female) for the above 
Hospital. Duties to commence on or about 21Ist December. 
Salary and conditions of service in accordance with published 
regulations. The appointment is for a period of 6 months. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to 

HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE SURGEON required (Male or Female) for the above 
Hospital. Duties to commence on or about 14th January, 1954. 
Salary and conditions of service in accordance with published 
regulations. The appointment is for a period of 6 months. 

Applications, stating age, qualifications and experience, to be 
sent to HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE SURGEON required (Male or Female) for the above 
Hospital. Duties to commence on or about 21st December. 
Salary and conditions of service in accordance with published 
regulations. The appointment is for a period of 6 months. 

Applications, stating age, qualifications and experience, to be 
sent to HENRY M. STANLEY, Group Secretarv. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER for the Casualty 
Department. Salary (less £150 emoluments) and conditions of 
service in accordance with those laid down by the Ministry. 
Duties to commence on or about 30th December, 1953. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials to be sent to— 

General Hospital, Nottingham. HENRY M. STANLEY. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOPADICANDFRACTU RESENIOR HOUSEOFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If resident £150 deducted for emoluments. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to 

HENRY M. STANLEY, Secretary. 
NOTTINGHAM CHILDREN’S HOSPITAL. (134 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (surgical). Applica- 
tions are invited for the above post which falls vacant at the 
end of December. The post is tenable for 6 months or a year by 
agreement. Salary £670 p.a., less emoluments. 

Applications, with copies of 2 testimonials, should be sent 
to the Hospital Secretary, Nottingham Children’s Hospital, 
Chestnut-grove, Nottingham. 

NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
Female) required immediately. Married quarters available. 

Applications, stating qualifications, nationality, age, with copy 

testimonials, to be sent to the Group Secretary, Torquay District 
Hospital Management Committee, 62,64, East-street, Newton 
Abbot, 8. Devon. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Whole-time SURGICAL REGISTRAR required for 
1 year in the first instance. Appointment recognised for the 
Final F.R.C.S. examination. Candidates are welcome to visit the 
Hospital by direct appointment with the Resident Medical 
Officer. 5s 

Application forms obtainable from, and returnable to, the 
Secretary, Harefield and Northwood Group Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middlesex, 
by 12th December, 1953. 

NORWICH. NORFOLK AND NORWICH HOSPITAL. 
PXDIATRIC DEPARTMENT AT THE JENNY LIND HOSPITAL FOR 
CHILDREN. Applications are invited for the appointment of 
HOUSE SURGEON (Male or Female) in the Surgical Section 
of the Jenny Lind Hospital, which forms the entire Pediatric 
Department of the United Norwich Hospitals. The post is 
recognised under the Medical Act, 1950, for Pre-registration 
Service. The duties are under the direct supervision of the 
Consultant staff of the Norfolk and Norwich Hospital. Salary 
£350, £400, or £450, less £100 p.a. for residential emoluments. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to Group Secretary, Hospital Management 
Committee, St. Stephen’s-road, Norwich. 

NORWICH. NORFOLK AND NORWICH HOSPITAL. 
(440 Beds.) SENIOR CASUALTY OFFICER AND HOUSE 
SURGEON (Male or Female) to the Septic Block. Post vacant 
Ist January, 1954 (2 Casualty Officers employed). tecognised 
for Final F.R.C.S. examination requirements. Salary £670 p.a. 
less £150 p.a. for full residential emoluments. 

Applications, stating age, experience, qualifications, with 
names of 2 referees, to Secretary, Norwich, Lowestoft and Great 
Yarmouth Hospital Management Committee, St. Stephen’s- 
road, Norwich. 

NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
Applications are invited from registered medical practitioners. 
Vacant now. 

HOUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 referees, to be sent as 
soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House, Carisbrooke, I.W. 











NEWPORT, MON. ST. WOOLOS HOSPITAL. (378 
Beds.) SENIOR HOUSE OFFICER required. The Surgical 
Department of 68 Beds consists of a Consultant engaged full- 
time here, a House Surgeon, and this post. Opportunity for 
excellent experience. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff-road, 
Newport, Mon. 








NEWPORT, MON. ST. WOOLOS HOSPITAL. (378 
Beds— Recognised D.C.H. and Pre-registration Service.) HOUSE 
PHYSICIAN required Ist February. The successful candidate 
will also attend the Outpatient Department of another Hospital 
with Consultant. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff-road, 

Newport. 
NEWMARKET GENERAL HOSPITAL, Newmarket, 
SUFFOLK. Applications are invited for the post of HOUSE 
PHYSICIAN, vacant on 7th January, 1954. Duties include 
house charge of general medical and pulmonary tuberculosis 
beds with some opportunities for anesthetics under the super- 
vision of the Consultant Anesthetist. The post is resident and 
tenable for 6 months, salary in accordance with national scale, 
less emoluments. 

Applications, with copies of 3 recent testimonials, should be 

addressed to the Phvysician-Superintendent. 
NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The following resident posts become vacant on 7th January, 1954. 
Some undergraduate teaching is conducted in most departments 
of the Hospital. 

HOUSE PHYSICIANS (General Medical Wards). 

HOUSE PHYSICIAN (Cardiovascular Department). 
HOUSE PHYSICIAN (Chest Unit). 

HOUSE SURGEONS (general surgery ). 

HOUSE SURGEON (Casualty Department ). 

HOUSE SURGEON (Orthopedic Department). 

; PHYSICIAN (Geriatric Unit) 

PHYSICIANS (Children’s Unit). This department 
is active ly associated with the Department of Child Health of 
Durham University, and the post offers good opportunities for 
gaining experience in many aspects of peediatrics. 

Of the above posts the following are recognised for the purpose 
of Pre-registration Service and applications will be accepted 
from students on the point of taking their qualifying examina- 
tions : 

House Physicians (2), General Medical Wards. 

House Surgeons (2), General Surgical Wards. 

House Physician (1), Children’s Wards. 

House Surgeon (1), Casualty Department. 

House Physician (1), Geriatric Unit. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 18th December, 
19523. 

NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
DEPARTMENT OF THE TRICS AND GYNAXCOLOGY. 

OBSTETRIC HOUSE SURGEON (70 Beds). 

GYNACOL OGICAL HOUSE SURGEON (30 Beds). 

The above resident posts become vacant on 7th January, 1954. 
Consideration may be given to the possibility of alternating these 
posts. The post of Obstetrical House Surgeon is recognised for 
the purpose of Pre-registration Service and preference will be 
given to provisionally registered persons who have served 6 
months in a medical or surgical post since qualification. The 
department is recognised for the Diploma of M.R.C.O.G., 
and D.Obst.R.C.O.G., and undertakes the training of Medical 
Students in the University of Durham. 

Applications shoujd be addressed to the Secretary, Newcastle 

General Hospital, Vestgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 18th December, 
1953. 
NEWCASTLE. WALKERGATE HOSPITAL. (326 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN (Medical Unit). The post becomes 
vacant on 7th January, 1954. This post is recognised for the 
purpose of Pre-registration Service and applications will be 
accepted from students who are on the point of taking their 
qualifying examinations. 

Applications shovld be addressed to the Secretary, Walkergate 
Hospital, Newcastle upon Tyne, 6, together with 1 copy of 
2 recent testimonials by 18th December, 1953. 
NEWCASTLE. WALKERGATE HOSPITAL. Chest 
DEPARTMENT. NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (resident). There are 105 Beds in this Depart- 
ment and the Officer will be required to carry out duties assigned 
to him under the supervision of the Senior Chest Physician. 
Facilities for study are available 

Applications, with testimonials or the names of 2 referees, 

should be sent to the Hospital Secretary, Walkergate Hospital, 
Newcastle upon Tyne, 6. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Wans- 
BECH HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
PHYSICIAN (whole-time), resident, Stannington Children’s 
Hospital, Morpeth (203 Beds). A small flat is available. Salary 
£775-£890 p.a. Appointment up to 31st August, 1954, in the 
first instance, and may be renewed for a further period. Appoint- 
ment suitable for person interested primarily in peediatrics 
wishing to have experience of tuberculosis in chilies. ; oppor- 
tunities also afforded to study for the D.P.H. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘*‘ Blythswood South,”’ 


Osborne-road, Newcastle upon Tyne, 2, within 7 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
ST. GEORGE’S HOSPITAL, MORPETH. REGISTRAR PSYCHIA- 
RIST (whole-time) resident. Salary £775-£890 p.a. Appoint- 
ment up to 31st August, 1954, in the first instance, and may be 
renewed for a further period. Arrangements can be made for the 
person appointed to take the necessary course of study for the 
University of Durham Diploma in Psychological Medicine. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,’’ Osborne-road, 
Newcastle upon Tyne, 2, within 7 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. pn | 
REGISTRAR 


TON HOSPITAL, SEDGEFIELD, CO. DURHAM. 

PSYCHIATRIST (whole-time), resident. Salary £775—-£890 p.a. 
Appointment up to 3lst August, 1954, in the first instance, and 
may be renewed for a further period. This is a large mental 


hospital and all modern methods of investigation and treat- 
ment are carried out. 4 psychiatric outpatient clinics staffed from 
hospital at nearby general hospitals. Appointee will have 
opportunity to study all branches of psyc hiatry, and facilities are 
available to take course at Durham University for Diploma in 
Psychological Medicine. 


Applications, together with names and oy of referees 


(preferably), or testimonials, to a total of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,” ’ Osborne-road, 
Newcastle upon Tyne, 2, within 7 days. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Tees- 


COMMITTEE. REGISTRAR 
-time, for area Group Labora- 
Ist March, 1954, will be up to 
and may be renewed 


MANAGEMENT 
required, whole 
to commence 
in the first instance, 
Salary £775-£890 p.a. 
Applications, together with names and addresse s of referees 
(preferably), or testimonials, to a total of , to be sent to the 
Senior Administrative Medical Officer, ‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 7 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Durham 
HOSPITAL MANAGEMENT COMMITTEE, SURGICAL REGISTRAR 


SLDE HOSPITAL 
PATHOLOGIST 
tory. Appointment, 
$list August, 1954, 
for a further period. 


(whole-time), resident or non-resident, at Dryburn Hospital 
(319 Beds). Salary £775-£890 p.a. Appointment up to 3lst 
August, 1954, in the first instance, and may be renewed for a 
further year. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 7 days. 


NEWARK GENERAL HOSPITAL. 1 
HOSPITAL MANAGEMENT COMMITTER. Whole-time RESIDENT 
MEDICAL OFFICER with general duties required at Senior 
House Officer rate of salary. This post offers excellent experi- 
ence to anyone preparing to enter general practice. The Hospital 
has a busy Outpatient Department. Appointment for 1 year in 
tirst instance. 

Apply to Secretary, General Hospital, Nottingham, giving age, 

nationality, qualifications and present and previous appointments 
and names of 3 referees. 
NANTWICH. BARONY HOSPITAL. South Cheshire 
HOSPITAL MANAGEMENT COMMITTER. RESIDENT SENIOR 
HOUSE OFFICER in Obstetrics and Gynecology, required for 
a new unit to be opened at the above Hospital, early in 1954. 
Salary £670 p.a., less a deduction for board and lodging. 

Applications, stating age, qualifications, and experience, 

together with copies of recent testimonials, should be sent to 
the Group Secretary, Barony Hospital, Nantwich, as soon as 
possible. 
OXFORD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of Whole-time REGISTRAR in 
Obstetrics and Gynecology to the hospitals of the Swindon Area. 
The appointment will be for 1 year and eligible for extension to 
2 years. 

Applications on forms 
Registrar Committee, 43, 
him by Lith December. 
OXFORD REGIONAL HOSPITAL BCARD. Applica- 
tions are invited from registered medical practitioners holding 
an M.S., or an F.R.C.S., for the post of SENIOR REGISTRAR 
in Genera] Surgery “ the hospitals of the Aylesbury Area. 
The hospitals may be visited by arrangement with the Secretary, 
Royal Buckinghamshire Hospital, Aylesbury. The as 
will be for 1 year in the first instance and eligible for extension 
to 4 years subject to satisfactory annual review. 

Applications on forms obtainable from the Secretary, 
trar Committee, 43, Banbury-road, Oxford, should reach 
by 23rd December. mS 
OXFORD. UNITED OXFORD HOSPITALS. Applications 
invited for REGISTRAR to Geriatric Unit at Cowley Road 
Hospital, with effect from Ist February, 1954. Appointment for 

1 year in first instance, eligible for extension to a further year. 


Nottingham No. 


from the Secretary, 
Oxford, should reach 


obtainable 
Banbury-road, 


Regis- 
him 


Applications on forms obtainable, from Administrator, 
Radcliffe Infirmary, Oxford, to be received not later than 
12th December, 1953. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. GYNAXCOLOGICAL DEPARTMENT OF THE PORTSMOUTH 
GROUP OF HOSPITALS. (76 Beds.) HOUSE SURGEON, vacant 
now. The post is recognised for the purpose of M.R.C.O.G. 
Applications, stating age, experience and qualifications, and 
names of 2 referees, should be submitted as soon = _o to— 
35, Grove-road South, Southsea. H. Hurst. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following post vacant 
on 22nd December, 1953: ANASSTHETIC REGISTRAR in the 
Portsmouth Group, main duties at the Royal Portsmouth 
Hospital. 5 Consultant Anesthetists practise in the Group. 
Forms of application may be obtained from the Secretary, 
Portsmouth Group Hospital Management Committee, 35, 
Grove-road South, Southsea, which should be returned to him 
duly completed on or before 18th December, 1953, Canvassing 
will disqualify. Candidates may visit the above Hospital by 
arrangement with the Secretary of the Group. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ment 
Queen Alexandra Hospital (with 
HOUSE SURGEON (general surgery). 
Applications, stating age, experience and qualifications, and 
names of 2 referees, should be submitted as soon = possible to- 


124 surgical beds) 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the following appoint- 
ments : 
aint Mary’s Hospital (74 acute medical beds) 
HOUSE PHYSICIAN (pre-registration), vacant 
December. 

Roval Portsmouth Hospital (60 medical beds) 
HOUSE PHYSICIAN (pre-registration), vacant Lst 
Queen Alexandra Hospital (40 medica! beds) 

SENIOR HOUSE PHYSICIAN, vacant 22nd December. 
HOUSE PHYSICIAN (pre-registration), vacant 29th 
December. 
Applications, stating age, experience and qualifications and 
names of 2 referees, should be submitted as soon as possible to- 
35, Grove-road South, Southsea. E. HURST. 
PAISLEY AND DISTRICT HOSPITALS BOARD OF 
MANAGEMENT. 
Royal Alexandra Infirmary, Paisley 
(1) SENIOR HOUSE OFFICER (anesthetics). This post is 
recognised for the D.A. examination and is tenable for 1 year. 
Applicants should be at least 2 years qualified. Salary £670 


15th 


January. 


p.a. 2 recent testimonials to be submitted with application. 
(2) HOUSE SURGEON for Orthopedic and Fracture Unit. 
Salary This post becomes 


according to previous posts held. 
vacant on Ist February, 1954. 
Maternity Unit 
HOUSE OFFICERS (2) for Thornhill and 
Maternity Hospitals. Applicants should preferably 
2 previous House Officer posts. These posts become 
Ist February, 1954. 

Royal Alexandra Infirmary Annexe, Paisley 

(4) JUNIOR HOSPITAL MEDICAL OFFICER required for 
December. 

Applications for the above posts should be addressed to the 

— Medical Superintendent, Royal Alexandra. Infirmary, 
-aisley. 
PETERBOROUGH. THE MEMORIAL HOSPITAL 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the position of HOUSE 
SURGEON which will be vacant on 22nd December, 1953. 
The appointment will be for 6 months. 

Applications, with testimonials, should be addressed to the 
Secretary, Memorial Hospital, Midland-road, Peterborough. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of :— 

(1) HOUSE SURGEON, Freedom 
Ist January, 1954. Recognised for the 


Barshaw 
have held 
vacant on 


Fields Hospital, vacant 
Fellowship of the Royal 


College of Surgeons. 

(2) HOUSE + leeamamatl Freedom Fields Hospital, vacant 
Ist January, 195 

(3) PAE DIATR IC HOUSE PHYSICIAN, Freedom Fields 
Hospital, vacant Ist January, 1954. Recognised for the D.C.H. 

(4) RESIDENT ANAESTHETIST, Greenbank Road Hos- 
pital, vacant immediately. Recognised for the D.A. 

(5) HOUSE SURGEON, Greenbank Road Hospital, vacant 
immediately. Recognise a for the Fellowship of the Royal 


College of Surgeons. 

(6) HOUSE OFFICER in Obstetrics, 
Home, Devonport, vacant Ist March, 1954. 

Applications, stating age, nationality, qualifications, and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CasH, 

7, Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank Road. Applications invited from registered 


Alexandra Maternity 


Group Secretary. 


dental practitioners for the appointment of RESIDENT 
DENTAL HOUSE SURGEON, vacant immediately. This 
appointment is recognised by the Royal College of Surgeons 


as fulfilling the requirements of candidates for the Fellowship of 
Dental Surgery. 

Applications, stating age, nationality, and experience, together 
with copies of 3 recent testimonials, should be sent as soon as 
possible to ARTHUR R. CASH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, 
MON. (115 Beds.) JUNIOR HOSPITAL MEDIC AL OFFICER 
(surgical) required. This is the senior resident post, and offers 
good practical experience. 2 House Surgeons and a House 
Physician also resident. Salary £700-£50-£1000, less £150 
board -residence 

Write, ste ating age, experience and 2 referees, 

64, ¢ ‘ardiff-road, Newport, Mon. A. JONES. 
PORTH AND DISTRICT HOSPITAL, Porth, Rhondda. 
(110 Beds visited regularly by Consultants from the Cardiff 
Royal Infirmary.) PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
OFFICER (surgical). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Pontypridd. 


PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 


to 
a. 


CHURCH VILLAGE. (316 Beds. Committee’s Base Hospital 
serving population of 177,000.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (psychiatry). The post will offer experience and 


adult and child psychiatry and in psychosomatic 
medicine. Opportunities will be available for learning methods 
of clinical research and for study for the D.P.M. examination. 
Any further particulars will be furnished on request. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Ponty- 
pridd. 


training in 





35, Grove-road South, Southsea. . H. HURST. 
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PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. 75 Adult medical beds with Registrar, Senior 
House Officer and 2 Intern House Physicians. Committee’s 
base hospital serving aq of 177,000. Recognised for 
D.Obst.R.C.0.G.,  D.C.H., and D.A.) PONTYPRIDD AND 
RHONDDA HOSPITAL MANAGEME NT COMMITTEE. SENIOR HOUSE 
OFFICER (medical). The person appointed will perform duties 
at other hospitals in the Group, as required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee, Courthouse-street. Pontypridd. 


POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
2 HOUSE SURGEONS (pre-registration) required. 1 post 
vacant now, the other on 14th December, 1953. The Hospital 
is recognised for the F.R.C.S. and F.R.C.S.E. 

Applications to the Hospital Secretary. 


READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER (anesthetics) vacant shortly, for 
duties at the Royal Berkshire Hospital, Reading. 

Apply, with full particulars, and copies of recent testimonials, 

to Group Secretary, 3, Craven-road, Reading. 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications invited for the appointment of HOUSE 
SURGEON to E.N.T. Department, vacant 16th December, 
1953. Salary within range £350-£450 p.a., less £100 for board- 
residence, &c. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of HOUSE SURGEON, vacant 4th January, 
1954. F.R.C.S. recognised. Salary £350-£450 p.a. according 
to experience, less £100 for residential emoluments. The 
appointment is tenable for 6 months. 

Apply, stating age, qualifications with dates, nationality, with 
copy of 1 recent testimonial, to Secretary. 

ROCHDALE, LANCS. BIRCH HILL HOSPITAL. 
PHDIATRIC SENIOR HOUSE OFFICER (resident), vacant 
end of December. Recognised D.C.H. 

Apply Secretary at once. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. Appli- 
cations are invited from practitioners of either sex for the 
appointment of RESIDENT HOUSE OFFICER in the Obstetric 
and Gyneecological Unit. The Unit hes 70 maternity beds, 
gynecological ward of 25 beds, and Premature Baby Unit of 
8 cots. Post vacant mid- January, 1954, and is recognised for the 
D.Obst.R.C.0.G., and is also recognised as a pre-registration 
appointment. 

Applications, &c., to be sent to the undersigned not later than 
llth December, 1953. J.C. FIELD, Secretary. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) Applications are invited for the post of RESIDENT 
HOUSE SURGEON (Male or Female), in the Obstetric and 
Gynecological Unit comprising 25 gynecological and 6 maternity 
beds at the above Hospital. The post, which becomes vacant 
on 20th January, 1954, also entails certain relief duties on the 
medical side. It is recognised as a pre-registration post. Appli- 
cants may see the Hospital by arrangement with the Medical 
Superintendent, Telephone Romford 7711. 

Applications, stating age, qualifications with dates, an@details 
of experience, together with copies of 2 recent testimonials or 
names of referees, should be sent to the Medical Superintendent. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE SURGEON, vacant 
now. 

Applications, stating age, nationality, qualifications with 

dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to 
the Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital. Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (anesthetics) which will become 
vacant on 4th January, 1954. Excellent opportunities exist 
at this Hospital, which is recognised for the D.A., for gaining 
tuition and expe rience in the administration of anesthetics. 
The equipment is the most modern available. 

Applications, stating age, nationality, qualifications with 
dates, present appointment and details of experience with names 
of 2 referees, should be sent immediately to the Secretary, 
Hospital M Management Committee. Oldchure h Hospital, tomford, 
ROSSLYN CASTLE, MIDLOTHIAN. ROSSLYNLEE 
HOSPITAL. 

JUNIOR HOSPITAL MEDICAL OFFICER (psychiatry). 

SENIOR HOUSE OFFICER (psychiatry). 

Required for Ist January, 1954. Residential accommodation 
available (single). Male or Female. 8 miles south of Edinburgh. 
Previous psychiatric experience not essential. Good training 
facilities. 

Apply now to Physician-Superintendent. 

ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(358 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT REGISTRAR (anesthetics) required. The 
Hospital is recognised for the D.A., and deals with most of the 
operative specialties. Appointment for 1 year in the first 
= 

Apply to Secretary, Sheffield Regional Ilospital Board, 
Old Fulwood-road, Sheffield, by 14th December, 1953, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 





ROTHERHAM HOSPITAL, Doncaster-gate, Rotherham. 
(155 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT REGISTRAR (orthopedics and casualty ) required. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 14th December, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
RYDE, 1.W. ROYAL 1.W. COUNTY HOSPITAL. (116 
Beds.) ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON. Post approved for Pre-registra- 
tion Service. National salary scale and conditions. Vacant 9th 
February, 1954. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 referees, to be cent 
as soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, Clatterford House, Carisbrooke, I.W. 
RUGBY. HOSPITAL OF ST. CROSS. House Surgeon 
for General Surgical Department (48 Beds). Required 14th 
January, 1954. Post recognised for F.R.C.S. and approved for 
Pre-registration Service. 

__ Applications and copy testimonials to Hospital Secretary. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
RESIDENT MEDICAL SENIOR HOUSE OFFICER. 

Applications, stating age, qualifications, and experience, 

together with the names and addresses of 2 referees, should be 
sent to the Hospital Secretary as soon as possible after the 
appearance of this advertisement. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. SENIOR HOUSE OFFICER ANAKS- 
THETIST required (resident). Salary £670 p.a., less emoluments 
of £155 p.a. In the theatres about 3000 operations are per- 
formed annually. 2 Consultant Anesthetists are available 
The Hospital is recognised for the Diploma in Anesthetics 
examination. 

Applications, together with the names of 2 referees, should be 

forwarded to the Secretary, Hope Hospital, Salford, 6, as soon 
as possible. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
SENIOR REGISTRAR at the County Hospital, Stornoway 
(tuberculosis and infectious diseases). A house is available for a 
married officer. 

Further particulars and forms of application are available from 
the undersigned, with whom applications should be lodged 
by 19th December, 1953. 

A. M. FRASER, M. 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board. 

Raigmore, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :- 

SENIOR REGISTRAR in Ophthalmology based at the 

Western Infirmary, Glasgow. 
SENIOR REGISTRAR in Ophthalmology at the Ophthalmic 
a of Glasgow Royal Infirmary. 

SENIOR REGISTRAR in Medicine based at Stobhill Hos- 

pital for duties at the Western District Hospital, Glasgow. 
SENIOR REGISTRAR in Medicine based at Dumfries and 
Galloway Royal Infirmary. 

REGISTRAR in Psychiatry, Bellsdyke Mental Hospital, 
Larbert. 

REGISTRAR in Thoracic Surgery, Hairmyres Hospital, 
East Kilbride. 

REGISTRAR in Surgery, Stonehouse Hospital. 

REGISTRAR in Surgery including duties in orthopeedics, 
Stirling and Clackmannan Hospitals. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies for 1 post or 16 in all for 2 posts) 

stating date of birth, qualifications, experience, present appoint- 
ment, and the names of 3 referees, to reach the Secretary, 
Western Regional Hospital Board, 64. West Regent-street, 
Glasgow, by 29th December, 1953. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Surgery in the Royal Infirmary of Edinburgh. 
The post is superannuable and the conditions of service are in 
accordance with the regulations. 

Applications, giving particulars of age, previous experience 

and qualifications, together with the names of 3 referees, should 
be submitted to the Secretary, South-Kastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, within 
30 days. 
SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
(70 Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners of either sex for the post of SENIOR HOUSE 
OFFICER (ophthalmic). The Hospital has a self-contained 
Eye Unit of 35 Beds, and a very busy Outpatient Department. 
Post recognised for the D.O. and vacant 10th January, 1954. 

Applications, stating age, qualifications, nationality, together 
with copies of recent testimonials, should be sent to 

J MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 16th November, 1953. 
SHREWSBURY. EYE, EAR AND THROAT gen ey 
SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTE 
Applications are invited for the post of SENIOR HOU SE 
OFFICER (E.N.T.) vacant immediately. Duties at E.N.T. 
Hospital (68 Beds) and Copthorne Hospital (168 Beds). Post 
recognised for the D.L.O. R.C.S. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of recent testimonials, should 
be sent to J. P. MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 24th September, 1953. 
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SHREWSBURY. 
THORNE HOSPITAL. (500 Beds.) 
MANAGEMENT COMMITTEE. 
appointment of HOUSE 
registration Service, 

Applications, 


ROYAL SALOP INFIRMARY/COP- 
SHREWSBURY GROUP HOSPITAL 
Applic oe are invited for the 
PHYSIC approved for Pre- 
and vacant Ist ple 1954. 

stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to J. P. MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 16th November, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) SHREWSBURY GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
post of RESIDENT ANAESTHETIST (Senior House Officer 
grade). Post recognised under the conditions ofthe F.F.A. R.C.s. 
examination. Vacant immediately. 

Applications, stating age, nationality, qualifications and 
previous experience, together with copies of recent testimonials, 
should be sent to the Group Secretary, Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of ORTHOPA®DIC/ACCIDENT HOUSE 
SURGEON (Senior Hovse Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applic ations, stating age, 
experience, accompanied by 
to a. P. 





qualifications, nationality and 
copy testimonials, should be sent 
MALLETT, Group Secretary, 

Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 10th July, 1953. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (269 Beds—Recognised for training for F.R.C.S.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
SURGICAL REGISTRAR required. Appointment for 1 year 
in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 14th December, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SCUNTHORPE. WAR MEMORIAL HOSPITAL. (269 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE SURGEON (Senior House Officer), general 
surgery and gynecology, resident. Modern, well-equipped 
Hospital. 

Applications, naming 2 referees, to Group Secretary. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following posts : 

Children’s Hospital, Western Bank, Sheffield, 10 

(a) RESIDENT HOUSE PHYSICIAN. Post vacant Ist 
January, 1954. ( ‘losing date for applications 12th December. 

(b) NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer grade). Closing date for applications 14th cen ng 

Applications for the above posts should state age, qualifications 
and experience, give the names of 2 referees (or in post (a) 
enclose copy testimonials), and be sent to the Superintendent, 
Children’s Hospital, Western Bank, Sheffield, 10. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Resident 
Locum REGISTRAR (orthopedics) required immediately at 


the County Hospital, Lincoln, Remuneration £16 per week 
with a deduction for residence. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Shettield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 


time Resident Locum REGISTRAR (casualty and orthopzedies ) 
required at the Rotherham Hospital, Doncaster Gate, Rotherham, 
for approximately 2 months. There are 115 Beds at this Hospital, 
18 of which are orthopedic beds. Remuneration at the rate of 
£16 per week with a deduction for residential emoluments. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR MEDICAL REGISTRAR for 
the City General Hospital, Sheffield. The Hospital has teaching 
affiliations with Sheffield University, and most of the staff 
have the status of Clinical Teachers. There is a Professorial 
Medical Unit and a Regional Cardiological Department. Appoint- 
ment for 1 year in first instance reviewable annually. It has 
been agreed between the Sheffield Regional Hospital Board 
and the Board of Governors of the United Sheffield Hospitals 
that the tenure of the appointment will be divided between the 
City General Hospits il and 1 of the Teaching Hospitals. 
Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names and 


addresses of 3 referees, should be sent ‘to the Secretary, Sheffield 
Regional Hospital Board, Old Fulwood-road, Sheffield, to arrive 
not later than 14th December, 1953. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Ortho- 
peedics (transitional appointment) becoming vacant on 12th 


February, 1954. Main duties at the Nottingham City Hospital, 
with duties also at the Children’s and General Hospitals. The 
appointment will be for 1 year in the first instance but not 
beyond 31st December, 1955. Terms as recently agreed by the 
Ministry of Health and the profession. Applications invited from 
Senior Registrars in orthopeedics in fourth or subsequent years, 
and from those who held such posts for 3 or more years but 
vacated them after Ist January, 1951. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10, by 14th December, 1953, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time Resident Locum REGISTRAR (anesthetics) required at 
the Montagu Hospital, Mexborough, near Rotherham, from 
5th December, 1953, for a period of 13 weeks. Remuneration at 
the rate of £16 per week with a deduction for residential 
emoluments. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE PHYSICIAN 
(general medicine), recognised pre-registration post, vacant on 
15th January, 1954. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments, if any, and the 
names of 2 persons to whom reference can be made, should 
be forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE SURGEON 
(orthopeedic), recognised pre-registration post, vacant on 
15th January, 1954. 


Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments, if any, and the 
names of 2 persons to whom reference can be made, should 
be forwarded to W. STANSFIELD at Nether Edge Hospital, 
Sheffield, 11. 

SHEFFIELD. CITY GENERAL HOSPITAL. (642 Beds— 
Recognised for Final Fellowship examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Full-time RESIDENT REGIS- 
TRAR (general surgery/thoracic surgery) required. Large 
General Hospital with Regional Department of Cardiology. 
Thoracic Suryvical Unit deals with T.B. and non-T.B. cases, 


Previous surgical experience desirable. Appointment for 1 year 
in first instance in general surgery, and if extended, second year 
will be spent in thoracic surgery. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 21st December, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SLOUGH. UPTON HOSPITAL. 
(resident) required at above Hospital. Post recognised for D.A. 
Approximately 60% of duties performed at Upton Hospital 
and 40% shared between other hospitals in the Group. Hospital 
may be visited by direct appointment. 

Application form obtainable from and returnable to Group 
Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 19th December 
SOUTHPORT GENERAL INFIRMARY. 
OFFICER (surgical and casualty) required 

Apply immediately, with details of age, 
eations and experienc e, enclosing copies of 

CROOK, Group Secretary 
Southport and District Hospital Manage me nt Committee. 

Promenade Hospital. 
SOUTHAMPTON EYE HOSPITAL. 
nised for the D.O.M.S.) RESIDENT SENIOR 
OFFICER required in December. Salary £670 p.a. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Buliar-street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
HOUSE PHYSICIAN (resident) required. Post tenable 6 
months. 

Applications, with copies of testimonials, 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) HOUSE PHYSICIAN (resident) required. Recog- 
nised for Pre-registration Service. Post tenable 6 months. 

Applications, with copies of testimonials, should be forwarded 

to the Group Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as 
possible. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) HOUSE SURGEON (resident) required. Post 
recognised for F.R.C.S. and for Pre-registration Service ; tenable 
6 months. 

Applications, with copies of recent testimonials, 

forwarded as soon as possible to the Group Secretary 
ton Group Hospital Management Committee, 
Southampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill the vacancy of 
CHEST PHYSICIAN in the Sanatoria at Davos, Switzerland, 
to which British Subjects are be ing sent under a Special National 
Health Service Scheme. The appointment will be for 6 months 
in the first instance commencing in April, 1954, the rate of 
remuneration being on the scale £1000—-£1300. Applicants must 
have had wide experience in general medicine and with particular 
interest in tuberculosis. The possession of a higher medical 
qualification is desirable. 

Applications, giving the names and addresses of 2 referees, 
should be sent as early as possible and not later than Ist January, 
1954, to the Secretary, Registrars Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1. 
STAMFORD AND RUTLAND HOSPITAL, Stamford. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. RESIDENT 
SURGICAL OFFICER. Applicants should have experience in 
emergency surgery and obstetrics. Single accommodation 
available. Salary on the scale £775-£890. Appointment for 1 
year, renewable for second year. 

Detailed applications, including age, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
14th December, 1953. Candidates invited to visit Hospital by 
direct arrangement with Hospital Management Committee 
Secretary, Memorial Hospital, Peterborough. 


Anesthetic Registrar 
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SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT HOUSE SURGEON with 
duties in the Orthopeedic and Casualty Departments. Vacant 
on Ist January, 1954. 

Applications stating age, qualifications and experience with 
copies of 3 recent te stimonials, to reach the undersigned by 9th 
December, 1953. J. C. FreLp, Secretary. 

General Hospital, Rochford, Essex. 

STOKE-ON-TRENT. BUCKNALL ISOLATION HOS- 
PITAL. STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the post of SENIOR HOUSE OFFICER 
(medical), vacant very shortly. 

Applications, with copy testimonials, and full details, to the 

Group Secretary, Hospital Management Committee, Princes- 
road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE OFFICE R (orthopedic s) required, vacant 
now. Post recognised for F.R.C 

Applications, stating age and ~<a together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for HOUSE OFFICER (general 
surgery ), vacant shortly. Hospital recognised for F.R.C.S. 
examination and the post is recognised for experience during 
the pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 

full details of previous service, to the Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent. 
ST. ALBANS CITY HOSPITAL, St. Albans, Herts. (382 
Beds.) HOUSE SURGEON (House Officer grade) required for 
1 of the 2 general surgical teams (recognised for the F.R.C.S.). 
Post vacant approximately 3lst December, 1953, and tenable for 
6 months. Preference given to candidates seeking pre-registration 
posts under the Medical Act, 1950. 

Applications, giving age, qualifications, and experience, if any, 

and the names of 2 referees, to Group Secretary, Mid Herts 
Group Hospital Management Committee, St. Albans City 
Hospital, Normandy-road, St. Albans, 
SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners 
are invited to apply for the resident post of SENIOR HOUSE 
OFFICER in the E.N.T. Department of the above Hospital. 
The Hospital is recognised ane the regulations of the 
F.R.C.S. (E.N.T.) and the D.L. 

Applications, shanieer age, oo ations and experience, 

should be forwarded to O. C. HOWELLS, Group Secretary. 

__ St. Helen’s-road, Swansea. 

SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners 
are invited to apply for the resident appointment of 
SENIOR HOUSE OFFICER in the Orthopedic Department 
of Swansea Hospital. The Hospital is recognised for Part II 
of the Diploma in Physical Medicine. 

Applications, stating age, qualifications and experience, should 
be addressed to 0. C. HOWELLS, Group Secretary, 

Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

SWANSEA. MOUNT PLEASANT HOSPITAL. (276 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Regis- 
tered medical practitioners are invited to apply for the resident 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments, and in the 
Chronic Sick Wards of the above Hospital. 

Applications, stating age, experience, and qualifications, 
should be addressed to— 

0. C, HOWELLS, Group Secretary, 
Glantawe Hospital Management Committee. 

St. Helen’s-road, Swansea. 

TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (surgery), Male or Female, 
required for 8th December, 1953. Post recognised for F.R.C.S 
and pre-registration purposes. 

Applications, stating qualifications, nationality, and age, with 
copy testimonials (quoting reference F.955/34), to be sent to the 
Group Secretary, Torquay District Hospital Management 
Committee, 62/64, East-street, Newton Abbot, 8S. Devon. 
TREDEGAR GENERAL HOSPITAL, Mon. (Married 
quarters available.) SENIOR HOUSE OFFICER (surgery) 
required at above Hospital (20 miles from Newport and 24 from 
Cardiff). Surgery Unit of 50 Beds and 6 orthopedic beds under 
daily supervision of Consultant Surgeon and visiting supervision 
of Orthopedic Surgeon. Busy Outpatients (10 specialties) and 
Casualty Departments. 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for HOUSE 
OFFICER (medical). 

Apply, with copy testimonials and details of previous appoint- 
ments held, to the Group Secretary, Stoke-on-Trent Hospital 
Manage ment Committee, Princes-road, Stoke-on-Trent, as soon 

as possible. 

TAPLOW. near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications invited for post of 
HOUSE PHYSICIAN to the Special Unit for Research in 
Juvenile Rheumatism, vacant 28th January. Post offers scope 
for those interested in research, paediatrics, rheumatology or 
cardiology. National salary. 

Applications, stating age, qualifications and experience 
with dates, together with copies of 2 testimonials, to Hospital 
Secretary by 19th December. 












TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT SURGICAL REGIS- 
TRAR required at above Hospital. Hospital may be visited by 
direct appointment. 

Application forms obtainable from and returnable to Secretary, 
Windsor Group Hospital Management Committee, Alma-road, 
Windsor, by 12th December. 


TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required ; 
recognised for F.R.C.S. Preference given to persons seeking 
pre-registration House Officer post. Salary on national scale. 

Applications, stating age, experience and qualifications with 
dates, together with copies of 2 testimonials, to Hospital 
Secretary, by 13th December. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are inv’Sed for the post of RESIDENT ORTHO 
PADIC OFFICER (Senior House Officer grade) at the above 
General Hospital. The person appointed will be required to 
deputise for the Resident Surgical Officer. Terms and conditions 
of service in accordance with national recommendations and the 
post is subject to the National Health Service Superannuation 
Acts and Regulations thereunder. 

Applications should be made to the Group Secretary at the 
above address. 


WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (Orthopedic Unit). Applications 
invited for above residential appointment. Salary £670 p.a., 
deduction of £130 for board and lodging. 

Address applications, with full particulars of qualifications, 
&c., and names and addresses of 2 persons for reference, to 

W. E. EAsSTWwoob, Deputy Group Secretary. 

Victoria Chambers, Wood-street, Wakefieid. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
THORACIC UNIT. Applications invited for the following appoint- 
ments’ in the Leeds Regional Thoracic Centre (54 Beds) at 
Pinderfields General Hospital : 

oo, ee HOUSE PHYSICIAN. 

(ii) SENIOR HOUSE SU RGEON. 
Salary for above posts £670 p.a., less a charge of £130 p.a. for 
board , lodging, &c. 

(iii) Locum SENIOR HOUSE OFFICER. Salary £13 per 

week less a charge of £2 10s. a week for board, lodging, &c. 

Address written applications, with full particulars and 2 

names and addresses . reference, to 
. L. BANNER, Group Secretary. 

Victoria Chambers, Wood- street, Wakefield. 
WAKEFIELD A GROUP. HOSPITAL MANAGEMENT 
COMMITTEE NO. 9. Applications are invited for the appointment 
of a RESIDENT or NON-RESIDENT ANASSTHETIST 
(Junior Hospital Medical Officer grade), for work in all branches 
of surgery, including thoracic, in the Wakefield A and Wakefield 
B Groups. This post is recognised for the D.A. qualification. 
The salary and conditions of service being in accordance with the 
National Health Service regulations. 

Applications should be made to 





W READ, Group Secretary. 

Clayton Hospital, Wakefield. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. *(160 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9 WAKEFIELD A GROUP. Applications are invited 
for the appointment of a SENIOR HOUSE OFFICER in General 
Surgery at the above Hospital. Terms and conditions of service 
are in accordance with the National Health Service Act and 
regulations thereunder 

Applications should be made to the Group Secretary, Clayton 
Hospital, Wakefield. 
WARWICK HOSPITAL. (264 Beds.) South Warwickshire 
HOSPITAL GROUP (NO. 14). RESIDENT HOUSE SURGEON 
(general surgery) required, first, second, or third post. Recog- 
nised for Bagh Sb cysts 

Apply to Hospital Secretary, Warwick Hospital, Lakin-road, 
Warwick. 
WARWICK (near). KING EDWARD Vil MEMORIAL 
SANATORIUM, HERTFORD HILL, near WARWICK. (Diseases of the 
Chest—-225 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14). Applications are invited for the post of SENIOR 
HOUSE OFFICER at the above Sanatorium, which is a modern 
building, to take up duties on Ist January, 1954. All forms of 
therapy and minor surgery are carried out and the Sanatorium 
works in close association with a major Thoracic Surgery Unit 
in a nearby hospital which will be transferred to the Sanatorium 
in 1954. 

Applications, together with the names of 3 referees, should be 
forwarded to the Medical Superintendent as soon as possible. 


WARWICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER and JUNIOR HOSPITAL 
MEDICAL OFFICER required in this Mental Hospital of 1400 
Beds with Neurosis Unit, 4 adult and 2 child Psychiatry Clinics 
recognised for the D.P.M., and Departments of Electroencephalo- 
graphy, Occupational Therapy, Psychology and social work. 
A modern house is available for each officer. 

Applications, together with the names and addresses of 3 
referees, to the Medical] Superintendent within 14 days of the 
appearance of this advertisement. 


WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment of HOUSE PHYSICIAN 
(first, second, or third post), vacant Ist January, 1954. The 
appointment is for 6 months in the first instance and may be 
renewed for a further 6 months. 

Applications, stating age, qualifications, and experience, 
together with names and addresses of 2 referees, should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 

‘ 
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WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, WATFORD, HERTS. (198 Beds.) Applications are invited 
a registered medical practitioners for the post of HOUSE 

IRGEON, recognised for pre-registration. Post vacant middle 
a December. Salary according to National Health Service scale. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials should be sent to 

CYRIL HOPKINSON, Administrator. 

WELSH REGIONAL BUREAU FOR PRE-REGISTRA- 
TION HOSPITAL APPOINTMENTS. It is anticipated that the following 
Pre-registration HOUSE OFFICER posts at the undermentioned 
hospitals in the Welsh Region will be vacant on the dates given. 
These posts have been approved by the Licensing Body for the 
employment of medical students who, after passing their 
qualifying examinations, are required to spend a prescribed 
period in approved hospitals before they become eligible for 
full registration as medical practitioners. 

Forms of application may be obtained from the 
Bureau, Welsh National School of Medicine, 34, 
Cardiff, Wales. 

Newport and East Monmouthshire 


Regional 
Newport-road, 


ROYAL GWENT, NEWPORT, MON. (259 Beds) 
2 medical——Ist February, 1954. 
> surgical—Ist February, 1954. 
ST. WooLos, NEWPORT, Mon. (378 Beds) 
>? medical—tst February, 1954 
2 surgical—Ist February, 1954. 
1 peediatric (medical)-—Ist February, 


1954 Post 


recognised 
for D.C.H 


PONTYPOOL AND DISTRICT, PONTYPOOL, MON. (115 Beds 
1 medical—tIst February, 1954. 
2 surgical—lIist February, 1954 
Rhymney and Sirhowy Valleys 
CAERPHILLY AND DistTrRicr MINERS’, CAERPHILLY GLAM. 
(170 Beds) 
1 surgical——Ist February, 1954 
PREDEGAR GENERAL, TREDEGAR, Mon. (56 Beds) 
1 surgical —1st May, 1954. 
JAMES, TREDEGAR, Mon. (156 Beds) 
1 midwifery Ist February, 1954. 
1 medical—ist May, 1954. 
Cardiff 
Sr. DAVID’s, CARDIFF (606 Beds) 
3 medical——lIst February, 1954. 
| peediatric (medical)—Ist February, 1954 
1 orthopedic (surgical)—tst February, 1954. 
Merthyr and Aberdare 
MERTHYR GENERAL, MERTHYR TYDFIL, GLAM. (120 Beds) 
1 medical—Ist February, 1954. 
1 surgical—-Ist February, 1954. 
Pontypridd and Rhondda 
KAST GLAMORGAN, CHURCH VILLAGE, near PONTYPRIDD, GLAM. 


(316 Beds) 
2 medical—lIst February, 1954. 
4 surgical—-lIst February, 1954. 
| midwifery with gynecology 





(surgical)—Ist February, 1954. 
1 SS (medical)—Ist February, 1954. 
Glamorgan 
parsan ND GENERAL, BRIDGEND, GLAM. (364 Beds) 
1 medical-——29th March, 1954. 
2 surgical—-Ist February, 1954. 
NEATH GENERAL, NEATH, GLAM, (412 Beds) 
2 medical—ltist February, 1954. 
1 surgical—Ist February, 1954. 
1 midwifery with gynecology (surgical)— 24th February, 1954. 
Glantawe 
SWANSEA GENERAL, SWANSEA, GLAM. (403 Beds) 
1 medical—15th February, 1954. 
1 medical-——-25th February, 1954. 
1 surgical—1l5th February, 1954. 
1 surgical—25th February, 1954. 
MORRISTON HOSPITAL, near SWANSEA, GLAM. (450 Beds) 
1 medical—tIst February, 1954. 
1 surgical—ist February, 1954. 
1 surgical—tist March, 1954. 
West Wales 
West WALKS GENERAL, CARMARTHEN (160 Beds) 
1 medical—2Ist Mare h, 1954. 
1 surgical—®5th April, 1954. 
PEMBROKE COUNTY WAR MEMORIAL, HAVERFORDWEST, PEMBS. 


(151 Beds) 
1 medical—Sth March, 1954. 
1 surgical—now vacant. 
Mid Wales 
ABERYSTWYTH GENERAL, ABERYSTWYTH, CARDS. 
1 surgical—ist February, 1954. 
Caernarvon and Anglesey 
CAERNARVON AND ANGLESEY 
(140 Beds) 
2 medical—ist February, 1954. 

2 surgical—tst February, 1954. 
CouUNTY HOspPITaL, BANGOR, CAERNS. 
1 midwifery—1st February, 1954 
LLANDUDNO GENERAL, LLANDUDNO, CAERNS. 
lL medical—tist February, 1954. 

1 surgical—tIst February, 1954. 

Ciwyd and Deeside 
ROYAL ALEXANDRA, RHYL, FLINTs. 
1 surgical—list February, 1954. 
ASAPH, ST. ASAPH, FLINTS. (147 Beds) 
1 midwifery with gynecology (surgical) 
Wrexham, Powys and Mawddach 
MAELOR GENERAL, WREXHAM, DENBs. (523 Beds) 
2 medical—Ist February, 1954. 
Ist February, 1954. 


(81 Beds) 


GENERAL, BANGOR, CAERNS. 


(139 Beds) 


(134 Beds) 


(138 Beds) 


now vacant. 





3 surgical 
WaR MEMORIAL, WREXHAM, DENBS. 
1 medical—Ist February, 1954. 

1 surgical—ist February, 1954. 
(surgical )}—1st February, 


(170 Beds) 


1 orthopedic 
58 


1954. 





WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR in General Medicine 
to serve the Glantawe Hospital Management Committee. The 
successful candidate will be based at Swansea Hospital. The 
post is non-resident and will be subject to review at the end of 
the first year. 

Forms of application should be 

Administrative Medical Officer, 
Board, Cathays Park, Cardiff, 
this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in Ophthal- 
mology to serve the Glantawe Hospital Management Committee. 
The successful candidate will be based at Llanelly Hospital 
(24 ophthalmic beds), and will also be expected to serve other 
hospitals in the Group. The post is non-resident and will be 
subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 

Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELLS, SOMERSET. MENDIP HOSPITAL. 
tions are invited for the appointment of RESIDENT JUNIOR 
HOSPITAL MEDICAL OFFICER (married or single), with 
experience in psychiatry, for duty at the above Mental Hospital. 
Salary will be on the seale of £700-£50-—£1000 p.a., with a charge 
of £150 per year for residential services, or, in the case of a 
married man, a charge for a flat. The appointment will be in 
accordance with the terms and conditions of service issued by 
the Ministry of Health. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, should be 
forwarded to the Physician-Superintendent, Mendip Hospital, 
Wells, Somerset, not later than 10 days after the publication of 
this advertisement. 

WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350 
£450 p.a., less a deduction of £ — for full residential emoluments. 
Applications should be sent t 
I Boot, Gueep Secretary 

Warrington and District Hospital Manage ment Committee. 

ec o General Hospital, Warrington, Lancs 
WORCESTER ROYAL INFIRMARY. House Surgeon 
(orthopedics) required early January, 1954. The appointment 
is for 6 months and is subject to the terms and conditions of 
service for hospital medical staff. 


obtained from the Senior 
Welsh Regional Hospital 
within 14 days of appearance of 


Applica- 


Applications, with copies of testimonials, should be sent to 
the Secretary. 
WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 


The Royal Hospital, 

Hospital of the t 

HOUSE OFFICER 
vacant now. 

HOUSE OFFICER (general surgery), vacant 20th December. 

New Cross Hospital, Wolverhampton 

HOUSE OFFICER (general surgery, vacant 20th 

Applications, with copies of 3 recent testimonials, 
to W. COCKBURN, Group Secretary. 

The Royal Hospital, Wolverhampton. 
WREXHAM. WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence wea 4 
The appointment is recognised for the Diploma of F.R. 
(Eng. and Edin.) and is an approved pre-registration Se 
Officer post. Salary will be at the rate of £350, £400, or £450 p.a. 
according to experience, less £100 p.a. for residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, shoujd 
be addressed to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. _s 
WREXHAM. MAELOR GENERAL HOSPITAL. (513 
Beds.) WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post: of 
HOUSE SURGEON at the above Hospital to commence 
immediately. The appointment is recognised for the Diploma 
of F.R.C.S. (Eng. and Edin.). Salary will be at the rate of 
£350, £400, or £450 p.a. according to experience, less £100 p.a. 
for full residential emoluments. 

Applic ations, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
PHYSICIAN (pe diatrics ) required immediately (Male or Female). 
Hospital recognised for D.C.H. Successful candidate will be resi- 
dent at Old Windsor Unit. Preference given to persons seeking a 
pre-registration House Officer post. Candidates must be members 
of a Medical Protection Society. National salary. 

Applications, stating age, nationality, qualifications with 
dates, and experience, with copies of 3 testimonials or names 
of 3 referees, to Hospital Secretary by 19th December. 
WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General Surgery (Male or Female), required for 
post vacant 24th January ; recognised for F.R.C.S. Preference 
given to persons seeking pre-registration House Officer post. 
National salary. Candidates required to be members of a 
Medical Protection Society. 

Applications, with copies of recent testimonials, or names of 2 
referees, stating age, qualifications with dates, and nationality, 
to Hospital Secretary by 12th December. 


Wolverhampton (an Associated 
Jniversity of Birmingham Medical School) 
(Ear, Throat and Nose Department), 


January. 
to be sent 
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WILLERBY, EAST YORKSHIRE. DE LA POLE HOS- 
PITAL. (1174 Beds—Mental.) Whole-time JUNIOR HOs- 
PITAL MEDICAL OFFICER. Hospital has admission-rate of 
over 500 p.a. Modern Reception Hospital, Villas, and Neurosis 
Unit ; all modern methods of treatment practised. Accepted for 
D.P.M. training. Residence for married or single person. 

Application forms from Group Secretary, Hull B Hospital 
Management Committee, at above address. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE OFFICER (anesthetics), vacant 
Ist January. The Hospital is recognised for the F.F.A. R.C.S, 
and D.A 

Applications, with copies of 2 testimonials, should be sent to 

the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post, vacant 
early January. 

Applications, with copies of 2 testimonials, to be sent to the 

Secretary. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
The Authority invite applications for a whole-time post as 
REGISTRAR or SENIOR HOUSE OFFICER in Ophthalmo- 
logy at hospitals managed by the North West Hospital Manage- 
ment Committee with occasional duties as may be required in 
adjacent areas. In the first instance the appointment will be 
for the period ending 30th September, 1954, and may be made 
in any of 3 grades, viz., Principal or Senior Registrar or Senior 
House Officer, the analogous grades in Great Britain being 
Senior Registrar, Registrar and Senior House Officer. The 
terms and conditions of the appointment wil! be in accordance 
with the Authority’s application of the Spens Report to Northern 
Ireland. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44/46, Queen-street, 
Belfast, and will be received not later than 29th December, 
1953 
NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.S.A. PSYCHIATRY RESIDENCIES available in 700-Bed 
University-teaching, General Hospital with 60-Bed acute 
treatment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies and neurologic training. 
Salary range $1620-—$2220 annually, plus laundry, uniforms and 
room. 

Address inquiries to Medical Director. 





Public Appointments 


ROYAL ARMY MEDICAL CORPS. For new conditions 
and terms of service see page 30. 

FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 8, St. James’s- 
square, London, 8.W.1. 





Latest date for receipt 


District County of applications 
ASHTON-IN-MAKERFIELD .. LANCASTER . 19TH DECEMBER,1953 
WIGAN . -. LANCASTER . 19TH DECEMBER,1953 


GOVERNMENT ‘OF ETHIOPIA. Princess Tsahai Hos- 
PITAL, ADDIS ABABA. Vacancy for PHYSICIAN. Salary £2140 
p.a. tax-free for initial 3-year contract. Free (part-furnished) 
accommodation. Return passage, including wife and children. 

Applicants should send full particulars of their qualifications, 
together with the names of 2 referees, to the Secretary, Ministry 
of Health (Division 5a), Savile-row, London, W.1. Closing date 
for receipt of applic ations is 12th December r, 1953. 


GRIMSBY. COUNTY BOROUGH OF GRIMSBY. 
Applications are invited for the appointment of ASSISTANT 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER from suitably qualified registered medical practi- 
tioners (Male or Female). The duties will be mainly in con- 
nection with the School Health and Maternal and Child Health 
Services, but the person appointed will be expected to carry out 
such other duties as the Medical Officer of Health may from 
time to time delegate. The possession of a D.P.H. or D.C.H. is 
desirable, but not essential. The salary scale for the post is 
£950—-£50-£1300, the point of entry thereon being fixed according 
to the previous experience and qualifications of the successful 
candidate, and a car allowance will be paid. The appointment 
is superannuable and subject to a satisfactory medical examina- 
tion and to 3 months notice on either side. Canvassing will 
disqualify. 

Applications, on forms obtainable from the Medical Officer 
of Health, 1, Bargate, Grimsby, must be returned to me not later 
than 14 days from the publication of this advertisement. 

Municipal Offices, Grimsby. V. HEELER, Town Clerk. , 


MANCHESTER. CITY OF MANCHESTER HEALTH 
DEPARTMENT. Applications are invited from medical practi- 
tioners with experience and qualifications in nere es 
medicine for the part-time appointment of CONSULTA 
PSYCHIATRIST in the Mental Health Service. The suce ete 
candidate will be required to give advice on the care and after- 
care of persons suffering from mental illness or defectiveness 
and to assist in the general development of community mental 
health services. The appointment, which is a new one, will be 
for 2 sessions weekly and will be remunerated at the rate of 4 
guineas a session. 

Applications, giving the names of not more than 3 persons to 
whom reference can be made, and endorsed ‘“ Consultant 
Psychiatrist,’ should be sent to the Town Clerk, Town Hall, 
Manchester, 2, not later than 12th December, 1953. Canvassing 
is prohibi 





MIDDLESEX COUNTY COUNCIL. Assistant Medical 
OFFICER (Whole-time) required in County Health Depart 


ment, initially in Area No. 4 (Finchley and Hendon). Duties 
mainly for supervision of health of mothers, young children, 
and school children D.P.H. or equivalent an advantage. 


Salary £950—£50-£1300 p.a. Established, subject to medical 
assessment and prescribed conditions. 

Apply (no forms), stating age, qualifications. names of 2 
referees, to Joint Area Medical Officer, Hendon Town Hall, 
The Burroughs, N.W.4, by 19th December (quoting M.763 L) 
Canvassing disqualifies. 

CLIFFORD RADCLIFFE, Clerk of the County Council. 


LANCASHIRE COUNTY COUNCIL. Deputy County 
MEDICAL OFFICER OF HEALTH AND DEPUTY SCHOOL 
MEDICAL OFFICER. Applicants must be registered medical 
practitioners possessing the Diploma in Public Health or its 
equivalent. Salary £20°0—-£250-£2500. 

Full particulars and forms of application from County Medical 
Officer of Health, East Cliff County Offices, Preston. Applications 
to be returned by 3lst December, 1953. 


LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSISTANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Burnley, 
Bury, Warrington, Wigan. Possession of D.P.H. desirable. 
Salary £950-£50-—£1300 p.a. Travelling and subsistence allow- 
ances where applicable. Posts superannuable and subject to 
medical examination. 

Application forms arid further particulars obtainable from 
County Medical Officer, East Cliff County Offices, Preston. 


HER MAJESTY’S COLONIAL SERVICE. Falkland 
ISLANDS. MEDICAL OFFICER required for the Falkland 
Islands. Riding is essential and can readily be learned in the 
colony. The climate is temperate and very suitable for young 
children. These appointments offer an excellent life for young 
country-minded couples Appointments can be on a permanent 
basis with pension (non-contributory) at the age of 55, or on 


short-term agreement for 3 years in the first instance Salary 
scale ranges from £720 p.a. to’£960 p.a. A temporary (non 
pensionable) cost-of-living allowance of £107 5s. p.a. is also 
payable. Quarters are provided at a rental of 5 of salary 


Free passages on appointment and on leave are provided for 
Officer and family up to the cost of 34 full fares. Income-tax 
at local rates (1s. in the £ on first £100 ; Ss. on next £250 ; 
2 . 6d. thereafter). 





2s. 6d. on next £250; 3s. on next £250 ; 
Generous home leave is granted after each ‘tour of 3 years 
Candidates must possess medical qualifications registrable in 
the United Kingdom. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 117/50/02). 


HER MAJESTY’S COLONIAL SERVICE. Windward 
ISLANDS. A HOUSE PHYSICIAN is required at the Colonial 
Hospital, Kingstown, St. Vincent. Duties will be to assist the 
Medical Superintendent in the treatment and care of patients 
and may include duties in the medical, surgical, maternity, and 
children’s wards, in the Casualty Department, and attendance 
on emergency cases. The selected candidate may be posted for 
short periods on dist rjct duties. Appointment would be made on 
agreement for 3 years in the first instance. Salary scale ranges 
from £800 to £1000 a year. Private practice is not permitted 
while the Officer is posted to the Hospital, but an allowance of 
£100 a year is payable in lieu. Income-tax at local rates. When 
available, Government quarters are provided at a rental of 
10% of salary or 5% of the assessed value of the quarters, which- 
ever is less. Free passages are provided in both directions for 
Officer and family, not exceeding 5 persons in all. Generous home 
leave granted after tour. Candidates must possess medical 
qualifications registrable by the General Medical Council in the 
United Kingdom. 

Application forms from the Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Balding, Great. Smith- 
street, London, S.W.1 (quoting reference No. CDE. 117 43/02). 


HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
A SPECIALIST (Alienist) is required in the Medical Department, 
Eastern Region, Nigeria. Duties comprise organisation of 
mental services, training of staff and advising on establishment 
of new mental hospital in the Region ; investigation, diagnosis 
and classification of the various forms of mental cases and 
advice on their treatment and disposal ; administratien of 
preventive medicine and clinical work. Appointment which is 
for 5 years, may be made as follows :- 

(a) from the National Health Service. Candidates may resign 
from the National Health Service but retain their super- 
annuation rights during their time in Nigeria and receive a 
resettlement grant of 20% of the aggregate of their Colonial 
salary on leaving Nigeria at the end of their engagement. Salary, 
including expatriate allowance, amounts to £2025 a year ; 

(b) on contract with inclusive salary of £2195 a year. On 
completion of contract a gratuity is paid at the rate of £37 10s. 
for each complete d period of 3 months service (including leave). 

Tours of service are from 18 to 24 months. Quarters are 
provided at low rents. Free passages in both directions are 
provided for officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to a maximum of £75 in respect 
of the return journey for each child, is also granted. Income-tax 
at local rates. Local leave is permissible and generous home 
leave is granted after each tour. Candidates must possess a 
medical qualification registrable in the United Kingdom, and a 
Diploma in Psychological Medicine, and have had at least 3 
years experience in the diagnosis and treatment of mental cases. 

Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, 8.W.1 (quoting reference 
CDE.117/14/025). 
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HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medical qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria : 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involving much travelling. 

(6) MEDICAL OFFICERS OF HEALTH. 
a). In addition the selected Officers would undertake the 
control of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows : 

(a) on 3 years probation for permanent and 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service 


Duties as under 


pensionable 


(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2—4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
£37 10s. for each completed period of 3 months service (including 
leave ). 

Officers appointed under (a) or (¢) are 


required to contribute 
to a Widows’ and Orphans’ 


Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (b) range from £950 to £1850 p.a. Starting salary in all 
cases depends on experience and war service. Quarters are 
provided at low rents. Free passages in both directions are 
provided for Officer and his wife. Payment of the — actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained 
Recruitment (Colonial Service), 
Buildings, Great Smith-street, 
No. CDE, 117/14/01). 


MINISTERY OF LABOUR AND NATIONAL SERVICE. 
Registered medical practitioner for part-time appointment as 
MEDICAL OFFICER at Government Training Centre and 
Industrial Rehabilitation Unit, 14 and 15 Buildings, Currans- 
road, Cardiff, Wales. Duties include general medical supervision 
of persons undergoing courses of industrial rehabilitation, 
including supervision of first-aid arrangements. Attendance 
required up to 6 sessions a week, depending on number of persons 
undergoing training or rehabilitation. Fees vary according to 
length of session from £1 for session of up to 4 an hour to £2 15s. 
for maximum session of over 24 hours not exceeding 3 hours. 
Mileage allowance payable in certain circumstances. Preference 
given to candidates with experience in industrial medicine and 
rehabilitation ; attention is drawn to exceptional opportunities 
which this appointment offers for experience and research in this 
field. 

Write (in duplicate) giving date of birth, education, full 
details of qualifications and experience of posts held (including 
dates) to Appointments Officer, Ministry of Labour and National 
Service, 1-6, Tavistock- -square, W.C.1, quoting E.C.1164, by 
19th December, 1953. No or iginal testimonials should be sent. 
Only candidates selected for interview will be advised. 


NORTHAMPTONSHIRE. BOROUGH OF KETTERING. 
DISTRICT MEDICAL OFFICER OF HEALTH AND ASSIS- 
TANT COUNTY MEDICAL OFFICER. Applications are 
invited from registered medical practitioners holding a D.P.H. 
or similar qualification for the mixed appointment of Medical 
Officer of Health for the Borough of Kettering and Assistant 
County Medical Officer for the same area. The Officer will act 
under the County Medical Officer of Health as Assistant County 
Medical Officer. The salary scales for the appointment will be 


from the Director of 
Colonial Office, Sanctuary 
London, 3.W.1 (quoting reference 





in accordance with the awards of the Industrial Court—namely : 
(i) Borough Medical Officer of Health—#£1057 p.a. by 4 annual 
increments of £34 to £1193 p.a., and (ii) Assistant County 


Medical Officer—£378 p.a. by 7 annual increments of £20 to 
£518 p.a. Office accommodation and clerical assistance will be 
provided. The appointment is subject to: (a) the Local 
Government Act, 1933, and the Sanitary Officers (Outside 
London ) Regulations, 1935 and 1951 ; (b) the Local Government 
Superannuation Acts ; and (c) the passing of a medical examina- 
tion. The Officer will be required to devote his whole time to the 
duties of the appointment, to reside within the area for which he 
acts and to discharge the obligations imposed on a District 
Medical Officer of Health by the relevant Acts, Orders and 
Regulations. As regards the duties as Borough Medical Officer 
of Health, the Officer will be subject to the sole control and 
direction of the Borough Council and these duties include those 
of a medical referee for the purposes of the Crematorium. The 
appointment will be determinable upon 3 months notice 


| on 
either side. 
Applications, stating age, qualifications and experience, with 


the names of 


) 3 referees, should reach the ( Jerk of the County 
Council by 


3ist December, 1953. Canvassing will disqualify. 
J. ALAN TURNER, Clerk of the County Council. 
DL). DUNSFORD PRICE, Town Clerk. 


County Hall, Northampton. 





YORKSHIRE. NORTH RIDING EDUCATION COM- 
MITTEE. Vacancy for ASSISTANT SCHOOL MEDICAL 
OFFICER in the Bedale/Northallerton Area. Salary £950 
£50—£1300. Commencing salary based on previous experience 
and additional qualifications—e.g., D.P.H., D.C.H., &c. 
Send stamped addressed envelope for form and particulars. 
Completed applications as soon as possible. 
F. BARRACLOUGH. 
Education Offices, County Hall, Northallerton. 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope ‘‘ Vacancy.”” 


CARCROFT, near DONCASTER. Applications are invited 
for V ACANCY (urban and rural). List at present 3180. Apply 
on Form E.C.16A to the undersigned, from whom further 
particulars may be obtained, not later than 3lst December, 1953. 
H. STABLER, Clerk, 
Yorkshire West Riding Executive Council. 
5, St. John’s-north, Wakefield. 
HAREHILLS ROAD DISTRICT. Applications invited for 
VACANCY. Light industrial area. List 2464. Surgery accom- 
modation available. Apply by 21st December, 1953, on Form 
E.C.16A obtainable from the Clerk of the Leeds Executive 
Coune il, Trevelyan Chambers, 7, Boar-lane, Leeds, 1. 
KEIGHLEY, YORKS. Applications are invited for a 
VACANCY (urban). List at present 3235. Apply on Form 
E.C.16A to the undersigned, from whom further particulars may 
be obtained, not later than _ December, 1953. 
H. STABLER, Clerk, 
Yorkshire West Riding Executive Council. 
5, St. John’s-north, Wakefield. 
PUDSEY, near LEEDS. Applications are invited for 
VACANCY (urban). List at present 2211. Apply on Form 
E.C.16a to the undersigned, from whom further particulars may 
be obtained, not later than 12th December, 1953. 
C. H. STABLER, Clerk, 
Yorkshire West Riding Executive Council. 
5, St. John’s-north, Wakefield. 


Miscellaneous 


To non-professional posts the Notification of Vacancies Order 1952 applies 


British European Airways. Applications are invited for 
a senior medical appointment as Regional Medical Officer. 
Applicants should be between 28 and 45 years of age, must hold 
a British medical registration, and have experience in medical 
administration. Preference will be given to candidates with 
experience in aviation medicine, public health, or tropical 
medicine. Commencing salary £1800 p.a. rising to £2175 (incre- 
ments are at the discretion of the Board of the Corporation). 
The snecessful candidate, who will be based near London, 
is required to take up the appointment early in January, 1954, 
and to pass a medical examination, join the Corporation’s 
Pension Scheme, and undertake a limited amount of travelling 
duties by air. 

Applications should be made 

















on application form obtainable 
from the Chief Medical Officer, Keyline House, Ruislip, Middlesex, 
and be accompanied by a recent photograph. Closing date 
15th December, 1953. 
The Medical Protection Society. The Council of the 
Medical Protection Society invites applications from registered 
medical practitioners for the appointment of Assistant Secretary. 
Commencing salary, according to qualifications and experience, 
will be in the range of £1300—-£1750 p.a., with superannuation 
provisions. 
Applications, giving full particulars, together with the names 
of not more than 3 referees, should reach the Secretary, The 
Medical Protection Society, bh rngg House, Leicester-square, 
London, W.C.2, not later than 15th January, 1954. 
Wanted, by single-handed Practitioner, Male Trainee- 
Assistant, possibly with a view, in attractive Surrey village, 
19 miles from London. To live in if necessary. Excellent oppor- 
tunity to learn general practice. Beds available for treatment of 
own patients in 2 local hospitals. Considerable obstetrics if so 
inclined. Own car necessary.—Apply : Dr. D. A. WHITE, 
Camden House, Bletchingley, Surrey (tel. : Bletchingley 206). 
Part-time Secretary/Shorthand-typist wanted by Medical 
Specialist, Wimbledon area. Essential : good general education, 
judgment, accuracy, reasonable shorthand and typing speeds. 
High speeds, knowledge medical terms, inessential though 
welcome. 2-3 evenings and 1-2 afternoons a week ; pay to be 
discussed.—Address, No. 879, THk Lancet Office, 7, Adam- 
street, Adelphi, London, W.C.2. 
New Ford Popular and all Show Models.—Limited number 
of orders now acceptable from proven medical essential users. 
—Application forms, brochures, easy terms from: Ford 
Division, H. A. SAUNDERS LIMITED, 140/144, Golders Green- 
road, London, N.W.11. 
Austin A30, A40 and A70 range, and all Show Models. 
A limited number of orders now acceptable from proven essential 
users for delivery ahead.—Brochures from Austin House, 
140/144, Golders Green-road, N.W.11 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
“ Pregnancy Diagnosis by the Xenopus Method.”’ 24-hour 
service.—-Send specimen of urine and £1 1s. fee to: WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 
Consulting-roomes, full and part time, and Houses in the 
medical area.—ELGoop & Co., 1, Bentinck-street, W.1 
(WELbeck 8974). 
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STREPTOMYCIN 
SULPHATE IN 


SOLUTION, READY 


FOR INJECTION 





Distributed by: 


ALLEN & HANBURYS LTD. 
SH DRUG HOUSES LTD. 


BRITI 
ME & CO- 


GHS WELLCO 
L SUPPLIES LTD. 

CHEMICAL 
ALS) LTD- 
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IM PERIL AL 
(pPHARMACEUTIC 


PHARMACEUTICAL SPECIA 


gOLUTION 





THE DISTILLERS 


(MAY & BAKER) LTD- 











OF STREPTOMYCIN SULPHATE 


sOLUTION 


STREPTAQUAINE: SOLUTION presents streptomycin 


sulphate in @ ready-prepared stabilised aqueous solution, 
intended for ‘ntramusculat injection without further dilution. 
The clinical applications of Streptaquaine Solution are, 
of course, those of streptomycin sulphate but it 1s believed 
that practitioners will appreciate the added convenience of 
this refinement, particularly as it iS offered at no extra cost. 


Packs: injection-tyPé vials containing one mega unit 
(250,000 iu. per ml.) in stabilised solution: boxes of 5 vials. 


18 THE pROPERTY oF THE MANUFAS rURER 


A TRADE MARK, 


POOL 


agiee 


LIVER 


COMPANY (BIOCHEMICAL®) 
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Mummy, this tsn’t medicine 
— it’s nice! 


When medicine is “nice to take” the doctor’s work is 
considerably lightened. This is the secret of the success of 
Suspension Chloromycetin Palmitate. A pleasantly-flavoured 
preparation containing a tasteless derivative of Chloromycetin, 


a 


each 4c.c. (teaspoonful) is therapeutically equivalent to 


Al 


125mg. Chloromycetin. It hydrolyses readily in the gastro- 












intestinal tract, yielding the pure antibiotic. 
It can thus be easily administered both to infants 
and children and to those unable to take 
capsules, for the successful treatment of bacterial, 


viral or rickettsial infection. 


SUSPENSION 


CHLOROMYCETIN 


PALMITATE 


indicated in the treatment of 
PERTUSSIS - INFANTILE GASTRO-ENTERITIS 
LARYNGO-TRACHEO-BRONCHITIS 

BACTERIAL PNEUMONIA - SURGICAL 
INFECTIONS - PRIMARY ATYPICAL PNEUMONIA 
MENINGITIS - SALMONELLOSIS 
URINARY TRACT INFECTIONS 


DYSENTERY - SEPTICAEMIA 


OJ 


ca 

‘ 
© ca 
~ 


van 


eg 


PARKE, DAVIS & Company, Limited /nc. U.S.A. Hounslow, Middlesex Telephone: Hounslow 2361 
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